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Introduction 


In the past two decades a heated debate has 
developed over the nature of mental disorders. Tradition- 
ally, clinicians have insisted that mental disorders are dis- 
eases and should be treated as such. A number of authors 
have challenged this view. They argue that what is termed 
“mental illness” actually consists of deviant social roles. In 
their view, these deviant social roles are culturally con- 
ditioned by the same order of forces as “normal” roles. 
This approach has been termed variously the ‘‘sociological 
model” (Murphy 1976) or “cultural determinism” (Edger- 
ton 1966). In this book, this approach will be termed ‘‘the 
Social-role approach’ and will encompass all of those au- 
thors who have, with varying emphases, argued that much 
of the behavior now termed “mental illness” is better 
understood as culturally conditioned social roles (Benedict 
1934: Szasz 1960, 1963, 1970; Goffman 1961; Laing and 
Esterson 1964; Sarbin 1969; Scheff 1966; Braginsky et al., 
1969; Rosenhan 1973). I use “role” in the sense of Linton’s 
classic distinction between status and role (1936: 1 13-14). A 
status is a collection of rights and duties. Role represents 
the dynamic aspect of a status. That is, when a person is 
Socially assigned to a status and exercises its rights and 
duties, he is performing a role. Status and role are thus only 
theoretically separable. This definition, of course, implies a 
certain predictability. For a social role to exist, there must 
be some agreement on what rights and duties constitute its 
Status. If, for example, a butcher begins to act like a 
policeman, he breaches role expectations because he is 
exercising rights and duties which do not belong to his so- 
cially assigned status. His behavior 1s thus no longer pre- 
dictable from his status, and people will find it upsetting. By 
the term ‘‘mental disorder” (or ‘‘illness’’) I refer generally 
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to any of the conditions described in the American ve 
atric Association’s Diagnostic and Statistical Manua 
(1968). The discussion in this work, however, does tend 1o 
focus on the major psychoses (affective psychoses an 
schizophrenia). Chapter 5 discusses whether mental dis- 
orders are best described as “‘diseases” or ‘‘social roles. 
The social-role approach to mental disorders has aee 
challenged on various grounds, including lack of empirical 
evidence and internal inconsistencies (Gove 1975 a, b; 
Chauncey 1975), Recently, Murphy (1976) has argued that 
cross-cultural evidence on mental disorders does not sup- 
port the social-role approach. The social-role approach im- 


plies that a broad cross-cultural variation in symptoms 
should exist because, insofar as symptoms are social roles, 
they should be specific to 


particular cultural statuses. On 
the other hand, if mental disorders are really diseases (like 
tuberculosis or smallpox), then the symptoms should show 
minimal cross-cultural variation. Traditional clinicians 
claim that the signs and symptoms of mental disorders (par- 
ticularly schizophrenia) are universal and that societal re- 
actions to these symptoms are similar throughout the 
world. They there 


fore conclude that social-role advocates 
have grossly overestimated the cross-cultural variation of 


; Forster 1962; Kiev 
mposium 1965). In 
. vey Il be termed ‘‘clini- 
cal universalism” (Edgerton 1966). 


Erving Goffman’s theory that the 
stitutional life are Primary shapers 
sociated with chronic mental illness ( 
Although this study is Primarily Concerned with the 
social-role approach to mental disorders, itis not Meant asa 
repudiation of the clinical viewpoint. Rather, this Study ex- 


requirements of in- 


Of the behaviors as- 
1961), 
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plores two social-role theories of mental illness, using data 
from matched samples of German and American high- 
school students, mental patients, and mental-hospital staff. 
These data are analyzed in chapters 1-3. In chapters 4and5 
I will argue that the impasse between the social-role and 
clinical-universalist positions is the product of a false di- 
chotomy, and I will attempt to reconcile this dichotomy by 
utilizing a psychophysiological conception of “social role.” 


The social-role approach to mental disorders has its roots in 
the early work of culture and personality researchers and 
particularly in the work of Margaret Mead and Ruth Bene- 
dict. These authors established principles that have re- 
mained profoundly influential in contemporary psychiatric 
anthropology. We can summarize these principles as fol- 
lows. First, behavior disorders vary cross-culturally be- 
cause they are molded by the particular stresses and strains 
Within a given society. Second, virtually no act is inherently 
abnormal; cultural context and mores define what is ‘‘nor- 
mal” or “‘abnormal.’’ Ruth Benedict was probably the first 
to formulate these principles clearly (1934:75). She argued 
that virtually any behavior could be normal in a society. If 
trance is valued in a society, people will have supernormal 
experiences; if homosexuality is considered normal for 
males of certain ages, males of that age will be homosexual; 
if a society encourages acquisitiveness (as does ours), 
people will amass property. The vast majority of the 
Populace in any society conform to their society’s rules, 
Toles, and definitions, although these same rules, roles, and 
definitions may be considered aberrant in other societies 
(Benedict 1934:75). s " 

For Benedict, then, the normality of any behavior could 
Only be defined relative to a particular culture. She did not 
deny the possibility of universal criteria for’ normality- 
abnormality, but she felt that, with adequate cross-cultural 
research (Benedict 1934:79), this universal definition of ab- 
Normality would probably be quite unlike our ‘‘culturally 
conditioned, highly elaborated” psychoses, schizophrenia 
and manic depression. This relativistic approach has re- 
tained fundamental significance in the work of contempo- 
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Tary researchers. For example, Schooler and Caudill (1964) 
utilized it in comparing urban Japanese and American 
schizophrenics. Their results indicated that 2 pt a 
Symptoms tend to follow the path of ‘“‘most resistance”’: Ca 
incidence of symptoms tends to be greater in areas of be 
havior that are particularly stressed by the cultures. À 

Virtually the same perspective underlies Anthony Wa z 
lace’s study (1972) of Arctic hysteria, except that this. time 


s profoundly shape its 
i kimo disease pibloktoq 


Although the Person’s actual beh 


Yy much as do 
in primitive societies. Although h ie 
pre colk modet” Scheff, in developing his argument, 
makes direct use of anthropological literature on folk mod- 
els (e.g., Wallace 1972; 
underlying Scheff’s thesis 


In a crisis, when the deviance of an individual beco 

i > mes a pub- 
lic issue, the traditional stereotype of insanity becomes i 
guiding imagery for action, bo $ 


th for those reactin, 
r I t to the de- 
viant and, at times, for the deviant himself, When. societal j 


agents and persons around the deviant react to him uniformly 
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in terms of the traditional stereotypes of insanity, his 
amorphous and unstructured rule-breaking tends to crystallize 
in conformity to these expectations, thus becoming similar to 
the behavior of other deviants classified as mentally ill, and 
stable over time. The process of becoming uniform and stable 
is completed when the traditional imagery becomes a part of 
the deviant’s orientation for guiding his own behavior. 


Scheff has thus utilized what has been a traditional an- 
thropological approach to mental disorders. Like Benedict, 
he emphasizes that normality/abnormality is defined by cul- 
tural mores and that behavior disorders vary with cultural 
Conceptions and cultural stress. 

Goffman’s now classic study of asylums (1961) can also 
be viewed as an example of the social-role approach. 
Goffman argued that the mental hospital is the major de- 
terminant of the roles of chronic mental illness. In order to 
effect patient compliance with institutional needs, the hos- 
Pital must bring the patient to accept its view of him. To do 
this often requires that the patient’s view of himself be dis- 
credited, The ultimate effect of this process may be the 
institutionalization of the patient: the patient accepts the 
roles proffered by the institution and becomes locked into 
them. He becomes incapable of performing normal roles 
outside the institution. This, Goffman argues, Is a major 
determinant of the behavior associated with chronic mental 
Illness, 

Chapters 1 and 2, below, present a test of Scheff s 
theory, using data from a comparison of Germany and 
America. Chapter 3 uses data from the same comparison 
(and other sources) to discuss Goffman’s theory of in- 
Stitutionalization. Germany and America were chosen for 
the study both because their cultural similarities would limit 
the number of variables and thus make comparisons more 
useful and because previous studies had suggested that 
Conceptions of mental illness differed significantly in the 
two countries (Nunnally 1961; Jaeckel and Wieser 1970). 
In chapter 4 I will argue that although the major psychoses 
appear to be found universally, ee te 

i TO : j 
treatment are, in part, cultural a Marat ish ean bave 


function as mechanisms of soci ntro! 
damaging effects. The evidence for this view has evolved 
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Considerably in rece 


the 
nt years. Originally, proponents of 
Social-role approach 


were either social scientists sear, 
1961; Scheff 1966) or renegade psychiatrists ara 
Laing 1967) whose arguments were generally more t ‘stical. 
ical or Phenomenological than empirical and statis an 

umerous quantitative studies have 
peared that support 


ecome a matter of s Cientific debate within the psy- 
chiatric community, he 
Jn chapt bridge the gulf between t z 
Clinical-universal ‘Tole schools by demonstra d 
ing that th t ctomize between biology an 
learning and tend to utilize different Populations to buttress 
their arguments, Utilizing a Psychophysiological concep- 
otomy and Propose a syn- 
approaches, 
For the reader’ 


A s convenience, tables of statistical results 
are juxtaposed with their discussion in the text. Tables Prez 
senting bulkier Supportive material (€.g., samples, ques- 
tionnaire items) appear in the Appendix. 


1 Popular and Professional 
Conceptions of Mental Illness 
in Germany and America 


So. The social-role approach to mental disorders 
implies that a broad cross-cultural variation in symptoms 
should exist because, insofar as symptoms are social roles, 
they should be molded by particular cultural and behavioral 
contexts. In his analysis of mental disorders as social roles, 
Scheff has stated this explicitly (1966: 82-83): 


The idea that cultural stereotypes may stabilize residual 
rule-breaking and tend to produce uniformity in symptoms, is 
supported by cross-cultural studies of mental disorder. 
Although some observers insist there are underlying 
similarities, many agree that there are enormous differences 
in the manifest symptoms of stable mental disorder between 
societies, and great similarities within societies. 


_ According to Scheff’s theory, both before and after pub- 
lic labeling, the popular conceptions of mental illness, 
which have been learned and culturally reinforced since 
Childhood, govern the expectations of the rule-breaker and 
of those around him and force his behavior into ever- 
increasing conformity with popular conceptions. The ulti- 
Mate products of this process are the stereotyped roles of 
insanity. , 
Scheff’s theory thus proposes that a culture’s con- 
ceptions of mental disorders largely determine the process 
of defining someone as mentally ill. This definitional proc- 


Pa ii r have appeared in my article ‘‘Cultural Conceptions, Mental 
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: inad- 
ess acts as a Self-fulfilling Prophecy, i.e., through 


; P t, the 
€ment from the social environment, 


iant 
nction as a “guideline for action,” both for the gevin 
and for the la; fessionals who react ee an 
Critical to any test of this theory, then, is informati 
the conceptio 


-health 
ns of mental disorders held by mental-he 
professionals n 


: e 
] cultures vary in the sees | 
orders (Benedict 1934: Linton 195 anced 
lace 1972), Relati ff's theory to this cross-cu 
> One would make the following predictions. 
Wo different ¢ 


Mental Patients’ views of mental disorders 
Cultures 


3 will show differences which corre- 
spond to the differences in Popular Conceptions in the two 
Cultures, 


Proposition 3; Differences in sym 
two cultures will co 


À rrespond to th 
lar conceptions. 


This Chapter attempts to test it: 
Propo 
son of Germany and Amerj Position 
discussed in ¢ 


Ptom formation in these 
e differences in the popu 


‘ition 1 ina ae 
hapters 2 and 3) *Positions 2 and 3 wil 
Purpose ; 


The purpose of this Part of the investiga.: st 
the following hypotheses: Stigation was to te 


Hypothesis 1. Intercultural difference 

professional conceptions of mental da ai ee a 
cultural differences. That is, Professional, St i in 
each country should, in their conceptions of a $ 
orders, resemble each other more than the eee te 
Status equivalents in other countries. mble the 
Hypothesis 2. R 


egarding intercultura] iffere 
i : n 
German and American professional groups Sh ces, the 


> aSa 
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result of professional socialization, resemble each other 
more than the German and American laymen resemble 
each other. Thus, based upon degree of expected 
similarities in conceptions of mental illness for the present 
samples, the following ranking of pairs is predicted: (1) 
intracultural differences (students versus professionals) ap- 
proximately the same in either country (smallest dif- 
ferences); (2) German staff and American staff (greater 
differences); (3) German students and American students 
(greatest differences). 


Methods 
Samples 


Students. To measure popular conceptions of mental ill- 
ness in Germany and America, samples of high-school 
students were chosen in the areas of Seattle, Washing- 
ton (N = 728) and Frankfurt am Main (N = 552). These 
samples were chosen to be representative of academic 
achievement levels and family income for high-school 
students in those urban areas.' In addition, the German 
Sample was stratified according to the national percentages 
attending each type of high school in Germany: the Gym- 
nasium (college preparatory); the Berufschule (professional 
Occupational); and the Realschule (practical school). To 
some extent, this stratification correlates with socioeco- 
Nomic class, for the lower classes tend to choose the prac- 
tical and occupational schools, while the upper classes 
choose the college-preparatory schools. Because it is diffi- 
cult in Germany to learn a_respondent’s approximate 
income, socioeconomic classification is generally accom- 
Plished according to occupation. Consequently, the two 
samples were matched, as closely as possible, on the basis 
of the father’s (or principal breadwinner’s) occupation. 
Table A in the Appendix indicates that the two student 
samples do generally approximate each other in terms of 
reported occupation for the principal income-earner. The 
reported family incomes of the American students are also 
consistent with their reported occupations: 18 percent of 
the American group had fathers or mothers who were of- 
ficials or licensed professionals and 22 percent of the sam- 
ple had incomes of over $17,000. Participation was made 
voluntary in each case, but returns were close to 100 per- 
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cent once a s 
More complet 
dent samples 


chool principal had decided to reap 
€ demographic characteristics of the two 
are given in Table A. 


ional 
Mental-hospital staff. To represent German professiona 


. i 1 
conceptions of mental illness, samples of mentalno P 
sta in Frankfurt, Köppern, Düssel dees 
Hannover, and Bremen. With the exception of the de 


» more traditional psychiatrists ie 
Ospitals, our sample, wits 
Tsity clinics and state hospi 
‘Presentation of the “old guard” and t 
new German Psychiatry, operation was more easily ob- 
tained from the physicians, although the nursing staff did 
Participate to some extent. A total of 102 questionnaires 
a aa lately bercentéfthe staff members 
who were contacted returned Completed questionnaires. 
me American-staff Sample was Chosen to match, as 
cnpeince ane St Cetan ample ee ate 


ork Setting. To o tai hie 
xperic ‘ing. n some geograp 
diversity, samples of hospital Staff were obtained in South- 
ern California and the Upstate New 


plete descriptions of the ork area. coat 
Appendix, in Tables B and C, E ARAPA these tables 
reveals that, compared to the Ge an sampl es ms 
can sample Is slightly biased in favor o ee e, the ee 
working in State hospitals, Regarding t e Sde lt 
Sis, however, this is Probably not a seriou ee hypot 5 
ton was voluntary in both Countries, ang ©. Participa 
approximately 75 percent in Ge ; and returns were 


America. A total of 79 questionnaire" 80 percent in 
America. hd 


as obtained in 

Instruments 
Nunnally’s sixty-item Information 
259-64) was utilized to assess 
illness in Germany and America. 


Question i 

“Onnair, : 
Conception of aan 
This Instrument Was i 
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sen in order to facilitate comparisons with Nunnally’s data 
and because the questionnaire items had been derived from 
a broad spectrum of popular and professional conceptions 
and then subjected to a considerable array of validation 
procedures. The questionnaire consisted of sixty state- 
ments about mental health or illness followed by a seven- 
Step “‘Disagree-Agree’’ scale. Thus a mean of 1.0 would 
indicate a group’s total disagreement with an item, while a 
mean of 7.0 would indicate total agreement. The sixty-item 
questionnaire was translated with the aid of German col- 
leagues who were experienced in this type of research and 
who had some command of English. This group consisted 
of two sociologists, two psychiatrists, and one psycholo- 
gist. The translation was then submitted to a professional 
translator of German-English psychiatric literature. He 
acted as a consultant in editing the final version.* 

In order to isolate conceptual dimensions common to 
both German and American groups, the results of the ques- 
tionnaire were factor-analyzed using the varimax rotation 
Method and including all subjects in the study (NV = 1,461). 
Mean factor scores were computed for the two staff groups 
and the two student groups, and these mean factor scores 
Were subjected to four one-way analyses of variance. 


Results: Factor 1 
Three factors were derived whose Eigen values exceeded 
the traditional cutoff point (i-e-, 1-0). The first factor had an 
Eigen value of 6.1 and explained 50 percent of the total 
variance, Factors 2 and 3 had Eigen values of 1.8 and 2.3 
and respectively explained 15 and 19 percent of the total 
variance. Factor 1, then, was by far the strongest and most 
general factor. Two different themes emerged in factor 2; 
both themes relate to factor 1 and will thus be discussed in 
Conjunction with that factor. Because the four groups re- 
sponded differently to the two themes in factor 2 (hence the 
low Eigen value and loadings), the factor was judged in- 
appropriate for statistical analysis. The results of this factor 
will therefore be presented descriptively. Factor 3 was 
ill be discussed later. All questionnaire 


more specific and w! dans : 
items with their means and standard deviations appear in 


Table E in the Appendix. 
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Factor |: Environmental Forces and Personal Effort 


35. 55 Id 
™ good emotional habits,” shou 7 
d “read b 


o Questionnaire 


n ic 1 
S Items Regarding Environmental 
Causes of Mental Illness (Factor 1) -ri 
Item Loading 


Means Standard 
Deviation: 
AStu GStu AS GS 

11. Mental illness can 55 f 1.65 
usually be helped by 36 21 30 t 
vacation or change 
of scene 

32. Helping the mental] 49 
ill person with his ” “7 34 56 46 aya 
financial and Social 
Problems often im- 

Proves his Condition, 

55. Books on “peace of 46 3.3 95 33 
mind” prevent many z : 
People from develop- 
ing nervous break- 
downs. 

35. Early adulthood is 45 4.5 3.4 4.3 
more of a danger 
period for mental illness 
than later years. 

43. A poor diet often 43 3.7 28 
feats to feebleminded- Sis 1.74 
ness, 

29. The mentally illhave 42 4.0 3.4 4.2 27 1.80 
not received enough 
guidance from the im- 


2.0 1.51 


3.5 1.64 
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TABLE 1 (continued) 


Means Standard 


Item Leading Deviations 


AStu GStu AS GS 


nt people in 
their lives. 
45. Good emotional -40 41 82 36 2s 
habits can be taught 
to children in school 
as easily as spelling 
can. ang) 
27. Mental health is 39 wy 3 Sa 
largely a matter of 
ate: hard to control 
the emotions. 1.67 
40. Most mental distur- 39 a2 tm won, ort 


bances in adults can 
be traced to emotional 
fore anes in child- 
ood, i 1.61 
44, Emotionally upset 39 Ah tat SO 
Persons are often 
found in important 


1.91 


Positions in business. i 3.1 1,98 
42. A person can avoid 35 3.8 32 41 
pony by keeping 
usy, ġ ea 1.64 
39, Women are more 35 = 


likely to develop 

mental disorders than 

men. A232 39 27 1.95 
5. People cannot main- 

tain good mental 

health without the 

Support of strong 

Persons in their 

environment. 30 34 B31 32 18 1.85 

21. The best way to : 
mental health is 
avoiding morbid 


thoughts. z hool students (V=728). GStu=German high-school 
AStu=American high-scł an mental-hospital staff (V =79). GS=German mental- 
Students (555). ASSAMEE T of 7 signifies total agreement; a mean of 1, total 
hospital staff (102). A afd neutrality. See Appendix and text for description 
isagreement; a mean j 


Of samples and instrument. 
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As stated above, it was predicted that intercultural dif- 
ferences (i.e., staff versus staff and students versus stu- 
dents) would exceed intracultural differences (i.e., staff 
versus students within each country). It was further pre- 
dicted that, because of professional socialization, the two 
staff groups would resemble each other more than the two 
student groups would. The results of four one-way analyses 
of variance tend to confirm both predictions. Table 2 pre- 
sents the results of these comparisons and shows that, rela- 
tive to the American groups, the German groups tended to 
reject the items in this factor. The intercultural differences 


were highly significant and tended to exceed the intra- 
cultural differences, 


TABLE 2 Analysis of Variance of Factor 1 Scores for German 
and American Staff and Student Groups 


F df P< 


Intracultural comparisons: 
American staff (X = .56) and 


students (¥ = .51) 0.45 1/805 — 
German staff (¥ = —, 84) and 
students (¥ = —, 60) 8.66 1/652 -005 


Intercultural comparisons: 
American and German staffs 171.87 1/179 
American and German students 856.88 1/1278 


American staff (N = 
German students (N 
and instrument. 


-0001 
-0001 
79); American students (N = 728); German staff(N = 102); 
= 552). See Appendix and text for description of samples 


It should be noted that the differences dı 
are relative, not absolute. The ra 
(simple m 


so } y could not be answered def- 
initely on the basis of factual information. Subjects may 
y by indicating mild disagree- 


2-4). Although they did not 
know whether a statement was absolutely false, they did 
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know that it was too general to be always true. Despite the 
limited range of the means, differences between groups 
tended to be highly significant. Standard deviations tended 
to be small enough that a difference of only 0.40 between 
two groups’ item means could be significant at the 0.001 
level. Standard deviations ranged from 1.19 to 2.11. 


Discussion: Factor 1 


The results with regard to factor 1 directly support prop- 
osition 1 and hypothesis 1. Mental-health professionals in 
Germany and America resembled their lay compatriots in 
their conceptions of mental disorders more than they re- 
sembled each other. Americans, in contrast to Germans, 
tended to endorse the notions that mental disorders are 
environmentally induced and can be influenced by an indi- 
Vidual’s personal effort and willpower. Other sources tend 
to support these findings, and it behooves us to examine 
some of these now. i 


American Conceptions 


To construct his questionnaire (an earlier version of the 
one used in this study), Nunnally (1961) gathered over 3,000 
statements concerning mental illness from 22 public- 
information pamphlets, from professional publications, and 
from over 200 personal interviews with the general public. 
The statements were then made randomly positive or nega- 
tive and were pretested for clarity and for bias in phrasing. 
A final pre-test on 350 persons was conducted to further 
refine the instrument. In a factor analysis of his final results, 
ten factors emerged. Three of these stressed the importance 
of environmental forces and personal effort in causing and 
curing mental illness. Thus, the results from a broad sam- 
Pling of American conceptions clearly reflected these 
themes. 

Moreover, Nunnally found that the public’s responses to 
these factors did not deviate sharply from those of mental- 
health professionals. As in the present results, Nunnally’s 
Professional and public samples tended to parallel each 
Other quite closely in their responses to the various factors 
(1961:23). Nunnally also found that public conceptions 
Were not highly structured. Eigen values and factor loadings 
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were low, and individuals’ interview responses were un- 
certain and hesitant. Thus, no coherent ‘‘folk model” of 
mental illness appeared in Nunnally’s results. This lack of 
structure in popular Conceptions parallels a similar lack of 
structure among professionals. Among American Specialists 
there is virtually no premise that goes unchallenged. For 
example, the notion of a strict dichotomy between illness 


spring from multivarious ca 
think of “‘reaction patterns” 
they tend to reduce all the s 
‘‘mental disorder.” Mental 
cial sciences are more inc 


uses. Some clinicians prefer to 
rather than ‘‘mental diseases”; 
yndromes to a single rubric like 
-health specialists from the so- 
lined to reject the medical di- 
n ; they see instead a continuum of 
behavior, with mental illness merely representing extreme 
forms of normal Teactions. Finally, there are a few authors 
who, though trained as psychiatrists, repudiate the notion 
of mental illness altogether, They claim that there is only 
deviant behavior and that the medical viewpoint is a some- 


what crude and arbitrary device used to control that behav- 
lor (Laing 1967; Szasz 1960), 


us, popular and professional conceptions in America 
tend to parallel each other in both their content and their 
lack of a Coherent structure, In spite of this lack of struc- 
ture, the evidence Suggests that, seen as a whole, environ- 
mental causes are More important in American conceptions 


than in German. An examination of German conceptions 
supports this interpretation 


German C onceptions 


_The themes of environmental factors and personal effort 
did not emerge so strongly in a Previous study of German 
conceptions. In a random sample of 150 adults in the city of 
Bremen, Jaeckel and Wieser (1970) found that the German 
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layman tends to differentiate two separate orders of mental 
illness. Gemiitskrankheit (emotional disturbance; melan- 
cholia) is a psychological disturbance caused by an external 
event. It is thus relative in nature, can be merely transitory, 
and is subject to therapeutic influence. Geisteskrankheit 
(mental illness; insanity), in contrast, is inherited, is there- 
fore a result of a ‘physical disease process,” runs a fixed 
course, and is not subject to therapeutic influence (1970:42). 
The authors point out that these popular conceptions 
closely parallel the dichotomous taxonomy of mainstream 
German psychiatry. Indeed, the similarity is striking. 

Like its public, mainstream German psychiatry di- 
chotomizes between mental disorders that are environmen- 
tally induced, and are therefore transitory and curable, and 
those that are endogenous, chronic, and determinate. 
These characteristics are clearly reflected in the following 
passages (Hoff and Arnold 1961:62): 
iatry in Germany emerges most 
f Kurt Schneider: There is a strict 
separation between illness and health. Psychological abnor- 
malities are either variants of human behavior or the result of 
organic illness. This empirical dualism must remain the 
heuristic guiding light. Every psychic abnormality can be 
classified by means of one of two categories: somatic- 
etiological or psychological-symptomatic. Thus, Schneider 
differentiated between those exogenous psychoses for which 
we cannot find any organic cause, and those which are or- 
ganic in origin—endogenous psychoses. 
ypify Schneider as the ‘‘logical 
Kolle, Schneider’s 


Present-day clinical psych 
clearly in the formulations 0 


The authors proceed to t 
Successor to Kraepelin’ and to quote 
Colleague, as saying (196 1:62): 


The indisputable fact that they [the endogenous psychoses] 
strike only the individual who is equipped with the appropri- 
ate hereditary endowment does not imprint upon them the 

stamp of ‘tunavoidable,”” but bestows upon them the rank of 


an event as difficult to master as fate itself. 


Thus, in addition to the present results, several other 
Sources tend to support proposition 1 and hypothesis 1. 
Staff and public groups in Germany and America paralleled 
each other in their conceptions of mental illness, and inter- 
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cultural differences between these groups tended to exceed 
intracultural differences. In their conceptions, the Ameri- 


can groups stressed environmental factors and personal ef- 
fort more than the Germans. 


Results: Factor 2 

Factor 2: Role of Psychiatrist 
Table 3 presents the 

2, the role of the psychiatrist, along with their loadings and 


Student groups are simil 


endorse all of the items more strongly than the American 
students. 


Discussion: Factor 2 


The four groups’ Tesponses to items in factor 2 may be 
quite consistent with their responses to questions com- 
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TABLE 3 Responses of German and American Staff and Students 
to Questionnaire Items Regarding the Role of the Psychia- 
trist (Factor 2) 


Item Loading Means Standard 
Deviations 


AStu GStu AS GS 


34. The good psychiatrist acts 50 46 5.13440 -L77 
like a father to his patients. 
13. The main job of the psychia- .47 3.4 3.8 2225. 197 
trist is to recommend hobbies 
and other ways for the mental 
patient to occupy his mind. 
10. Psychiatrists try to teach 43 29 4.0 2.43.6 1.97 
mental patients to hold in 
their strong emotions. 
47. When a person is recovering 41 3.9 4.6 
from a mental illness, it is best 
not to discuss the treatment 
that he has had. 
27. Mental health is largely a 35 3.9 B21 Biz 
matter of trying hard to 
Control the emotions. 
15. Psychiatrists try to show the -35 4.3 
mental patient where his ideas 
are incorrect. 
21. The best way to mental health 32 34 3.1 
is by avoiding morbid 
thoughts. 
33. Mental patients make a good .28 4.1 
adjustment to society when 
they are released. 
AStu = F Toha Z 728); GStu = German high-schoo 
a N ance e sa =, = Ot 
Man mental-hospital staff (V = 102). A mean of7 signifies total agreement; a mean 
of 1, total disagreement; a mean of4, neutrality. See text for description of samples 
and instrument. i 


2.63.1 1.87 


1.79 


46 4.53.8 1.80 


3.21.8 1.85 


3.9 4.13.2 1.48 


prised i nderstand the connection, it is nec- 
n factor 1. Tou dividually. The 


essary to examine the items in factor 2 indivi 
four jn: with loadings greater than 40 on this factor (the 
first four items in Table 3) concerned the role of the psychi- 
atrist. According to these statements, the psychiatrist acts 
like a father to his patients, teaching them to control their 
€motions, recommending hobbies to occupy their minds, 
and not discussing their treatment with them. Examining 
simple group means for these four items, the German staff 

= 3.3) and German students (X = 4.4) tended to 
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accept these propositions relative to the American staff 
(X = 2.6) and American students (¥ = 3.7). These findings 
are consistent with the sketch of German psychiatry 
presented above. If the patient’s condition is genetic in 
origin, the psychiatrist in a sense acts first as a neurologist 
in diagnosing the patient and then assumes a fatherly, cus- 
todial role in training the patient to control himself and to 
occupy himself with useful activities. It is significant in this 
regard that, in Germany, neurology generally receives 
much more weight in the psychiatric curriculum than does 
training in psychotherapeutic techniques. Indeed, in order 
to receive such training, it is frequently necessary for the 


Prevent mental illness. The G = 
German students (X del! mit dees e 


= 2:7) tended to Teject these items 
compared to the American staff X = t 
(X = 3.9). This tendenc (X = 3.7) and students 


groups’ responses to the fi 


items with somewhat lower loadi 
from an examination of Table 
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responses to these items are consistent with their responses 
to factor 1. As noted above, the first four items depict the 
Psychiatrist in a role consistent with a genetic orientation, 
which deemphasizes environmental factors in causing and 
curing mental disorders. The two German groups tended to 
endorse these items more strongly than the American 
groups. The second four items reflect the same themes 
found in factor 1: personal effort and environmental con- 
ditions are crucial to the preservation of mental health. To 
Maintain good mental health, a person must work at con- 
trolling his emotions and preserving a positive frame of 
mind. The German staff tended to reject these items rela- 
tive to the American staff, while the two student groups had 
Virtually identical means for these items. Thus, when 
examined individually, the groups’ responses to factor 2 are 
Not inconsistent with their responses to factor 1. Examined 
in this way, these results also tend to support hypothesis 1. 


Conceptions and National Character 

In this section I will attempt to sketch some possible 
Connections between American conceptions of mental ill- 
ness and more general cultural values and orientations. I 
will not attempt to tie the questionnaire results to a discus- 
sion of German national character because the question- 
naire is not fully representative of German conceptions. 

he reader will remember that questionnaire items were 
gleaned from diverse public-information materials and ex- 


tensive personal interviews in the United States. The 
themes embodied in these items thus represent statements 
bout mental health. 


Which Americans would (or did) make a : 
hey are not necessarily statements that Germans woul 
Make, and I believe that it is for this reason that the Ger- 


Mans, compared to the Americans, tended to reject many 
ire items with Jaeckel and 


ieser’s analysis (1970) of German conceptions, one finds 
in the American 


erman public’s conceptio 
relatively absent from the A ; tree 
If we assume, then, that the questionnaire is more repre- 
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sentative of American conceptions, it makes more sense to 
discuss the results in terms of American character. This is 
not to imply that the traits to be discussed are uniquely 
American but rather that these traits are more characteris- 
tic of the United States than of Germany (and other coun- 
tries). In chapter 2 we will examine research on mental 
patients that lends support to this interpretation. Extensive 
open-ended interviews were conducted with German and 
American mental patients. These interviews allowed sub- 
jects to formulate their conceptions of mental illness in their 
own terms. Analysis of the results revealed the same cul- 
tural differences as the results of factors 1 and 2. Although 
the two national groups overlapped, American patients 
tended to emphasize environmental causes, personal effort, 
and willpower, while German patients stressed biological 
causes and the determinate nature of mental illness. : 

At this juncture the reader should note that all main- 
stream European psychiatry is more “biological?” and 
‘genetic’? than American. Scandinavian psychiatry, for 
example, is in this respect probably more like German than 
American psychiatry. I thus do not believe that the period 
of National Socialism in Germany is responsible in any 
important way for the biological orientation of contempo- 
rary German psychiatry, and I consequently eschew a dis- 
cussion of this period in this book. 

During this research I have found that the word ‘‘Ger- 
many” evokes stereotyped images of Nazis and of au- 
thoritarianism in the minds of many Americans (including 
academics who should know better). I believe that for many 
people this stereotype performs the same functions as other 
Stereotypes of ethnic and stigmatized groups. As we shall 


see in chapter 2, these Stereotypes, whether of ethnic 
minorities or the 


ceptions.” The 
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shown, it is not necessary to posit an ‘‘authoritarian charac- 
ter” to explain German obedience during the war. Good 
Americans are also obedient when they perceive authority 
as legitimate—obedient enough to give ostensibly lethal 
shocks to an old man with a heart condition (Milgram 1965). 
Accordingly, I feel that a discussion of National Socialism 
is no more relevant to the present topics than a discussion 
of slavery in America, America’s involvement in the war in 
Southeast Asia, or the CIA’s role in military coups around 
the world, Furthermore, as we shall see in chapter 4, it is 
America rather than Germany which more readily uses its 
mental-health system to control a large disadvantaged 
population. For what I consider reasonable discussions of 
German national character, I refer the reader to Lowie 
(1954) and Breitenstein (1968). 
_ Studies of national character have always been the sub- 
ject of considerable controversy in social science 
(Greenstein 1965; Lindesmith and Strauss 1950; Mead 
1954), and a thorough treatment of this topic is, in any case, 
Outside the scope of this discussion. Consequently, instead 
of attempting a detailed review of the literature, I will con- 
centrate on isolating several points of agreement in some 
well-known works on American character. These points of 
agreement will then be compared to the themes embodied in 
factors 1 and 2. In chapter 4 I will discuss these themes’ 
Political implications. i 
; Francis Hsu (1972) has described self-reliance as the 
‘core value” of American society. According to this 
thesis, self-reliance underlies (and thus can explain) the ap- 
Parent contradictions in American values: the militant in- 
sistence on equality and the facts of inequality; Christian 
love and religious bigotry; rugged individualism and slavish 
conformity; contempt for weakness and humanitarianism. 
According to Hsu, America lacks stable institutions (e.g., 
Inship ties) which confer identity and give the individual a 
Secure place in society. The value on self-reliance demands 
that people must make it on their own, and so traditional 
Sources of support must be renounced. This forces the indi- 
Vidual to compete for his status and identity through 
achievement and material consumption. Those who are less 
successful are held responsible for their failure. The follow- 
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ing paragraph summarizes this part of Hsu’s argument 
(1972:250): 


American self-reliance is then not new. As a concept it is in 
fact well known and well understood ... Suffice it to say here 
that under this ideal every individual is his own master, in 
control of his own destiny, and will advance and regress in 
society only according to his own efforts. He may have good 
or bad breaks, but 

Smile and the world smiles with you, 

Cry, and you cry alone ... 


In American society the fear of dependence is so great that an 
individual who is not self-reliant is a misfit, “Dependent 
character” is a highly derogatory term, and a person so de- 
scribed is thought to be in need of psychiatric help. 


Hsu’s portrait is generally consistent with other studies 
of American culture. Margaret Mead, for example, in dis- 
cussing male and female roles, argues that interpersonal 
relations in America become an arena for competition, 
status-seeking, and consumption. The relations themselves 
may be quite contentless; what counts is that having a par- 
ticular kind of partner says something about a person’s abil- 
ity to compete and achieve, Like Hsu, Mead also notes that 
fear of failure and dependency is a powerful force in shaping 
American character (Mead 1968:268—320). Jules Henry’s 
incisive dissection of American culture is similar. Henry 
(1963) argues that competition, lack of emotional involve- 
ment in their jobs, and the continual struggle for success 
cause many Americans to turn to their families for security 
and emotional support. This institution, however, is ill- 
prepared to meet such demands because it has been eroded 
by the same economic forces that produced the search for 
security. In his analysis, then, Henry stresses the same 
American traits and values as the previous authors: empha- 
sis on self-reliance and a contempt for dependency and 
weakness; superficial interpersonal and family ties and a 
striving for upward mobility through competition, achieve- 
ment, and consumption. 

Riesman et al. (1950) have described twentieth-century 
American character as ‘‘other-directed.”” The other- 
directed person is primarily an American product of the 
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post-expansionist period. He is the archetypal ‘‘organiza- 
tion man,” status-seeking, anxious for approval, and un- 
certain of his values (1950:40-41): 


the other-directed person learns to respond to signals from a 
far wider circle than is constituted by his parents. The family 
is no longer a closely knit unit to which he belongs but merely 
part of a wider social environment to which he early becomes 
attentive ... While the inner-directed person could be “at 
home abroad” by virtue of his relative insensitivity to others, 
the other-directed person is, in a sense, at home everywhere 
and nowhere, capable of a rapid if sometimes superficial in- 


timacy with and response to everyone. 


Riesman compares the other-directed type to previous 
types (tradition- and inner-directed) (1950:41-42): 


The tradition-directed person takes his signals from others, 
but they come in a cultural monotone; he needs no complex 
receiving equipment to pick them up. The other-directed per- 
son must be able to receive signals from far and near; the 
sources are many, the changes rapid. What can be inter- 
nalized, then, is not a code of behavior but the equipment 
needed to attend to such messages and occasionally to partic- 
ipate in their circulation. As against guilt-and-shame controls, 
though of course these survive, one prime psychological lever 
of the other-directed person is a diffuse anxiety. This control 
equipment, instead of being like a gyroscope, is like a radar. 


_ Although authors may disagree as to which of the preced- 
ing models best explains American character (e.g., Hsu 
1972:245), there does not seem to be any major contradiction 
between Riesman’s characterization and the other por- 
traits. All of these authors agree that, compared to traditional 
societies, modern Americans have less stable identities 
and thus compete, consume, affiliate with status-con- 
ferring groups and individuals, and conform to changing 
fads in their search for identity and security. Although 
Riesman contends that other-directedness is largely a 
twentieth-century phenomenon, there is some evidence 
that Americans have always appeared other-directed to 
outsiders. ng 
The French nobleman, Alexis de Tocqueville, visited 
America in 1831. From his stay of somewhat less than a 


20 Chapter 1 


year, he wrote his classic Democracy in America. In this 
work Tocqueville noted many of the same traits as the au- 
thors mentioned above: slavish conformity to public opinion, 
gross materialism, rampant competition, and a continual 
struggle for upward mobility. Tocqueville admired the self- 
reliance Americans showed when seeking personal fortune, 
but he also pointed out the disadvantages of this self-reliance 
(Tocqueville 1901, vol. 2: 786): 


As in ages of equality no man is compelled to lend assistance 
to his fellow-men, and none has any right to expect much 
support from them, every one is at once independent and 
powerless ... His independence fills him with self-reliance 
and pride among his equals; his debility makes him feel from 
time to time his want of some outward assistance, which he 


cannot expect from any of them, because they are all im- 
potent and unsympathizing. 


Lipset (1961) forcefully argues that, for almost two cen- 
turies, European visitors have consistently noted ‘other- 
directed’ qualities in Americans—qualities that Riesman 
ascribes to recent economic and demographic devel- 
opments. Europeans have seen the American as shallower, 
more uncertain of himself and his values, and more 
approval-seeking than his European counterpart. In com- 
parison, Europeans have always appeared (to themselves 


and to Americans) more tradition-directed—more bound by 
the traditional roles and rules of 


As an example, Lipset (1961:14' 


cal paper published in 1836; its resemblance to the sketches 
given above is striking: 


The population of the United States is beyond that of other 
countries an anxious one. All classe: 


. rom these causes, and perhaps from 
the nature of our Political institutions, and the effects arising 
from them, we are an anxious, care-worn people. 


In a recent discussion of American values (1975), 
Arensberg and Niehoff emphasize these same themes. 


21 Popular and Professional Conceptions of Mental Illness 


They point out that the American emphasis on self-reliance 
and achievement is essentially optimistic. That is, since 
everyone supposedly has equal opportunity, individuals are 
free to achieve as much success as their talent and effort 
warrant. These authors note, however, that the im- 
plications of this belief are not so optimistic: if it is assumed 
that all people can ‘‘make it’’ if they try, then those who do 
not make it are ‘‘failures’’ and should be despised and re- 
jected (Arensberg and Niehoff 1975:371): 


This national confidence in effort and activity, with an op- 
timism that trying to do something about a problem will 
almost invariably bring success in solving it, seems to be 
specifically American ... Serious effort to achieve success is 
both a personal goal and an ethical imperative. The worth- 
while man is the one who ‘‘gets results” and “‘gets 

ahead” ... A failure in life ‘‘didn’t have the guts” to ‘‘make 
a go of it” and ‘‘put himself ahead” ... [This code] raises 
serious problems. One of the most important is that it calls all 
those in high positions successes and all those in low ones 
“failures” even though everyone knows the majority must be 
in lower positions. A code of this sort by its very nature 
creates much frustration in all those who have not been able 
to achieve high positions. 


Most authors agree that two factors were paramount in 
shaping these American traits (Tocqueville 1901; Henry 
1963; Arensberg and Niehoff 1975). First, the open frontier, 
expanding economy, and virtually unlimited resources gave 
Americans the impression of limitless opportunity. Second, 
equality of opportunity was established as an ideal. In their 
Official documents the founding fathers renounced the 
Power of traditional institutions to ascribe status: all people 
Were supposedly born equal and had equal rights before the 
law. Theoretically, then, people’s social class, religion, and 
family ties should neither aid nor hinder their search for 
Personal fortune. Given these assumptions, success through 
Personal achievement became not only possible; it be- 
Came mandatory. If certain individuals did not “get ahead,” 
it was theirown fault; they must be lazy or morally degenerate. 

Implicit in the notion that a person must make something 
of himself is the assumption that behavior is not biologically 
Predetermined. An individual’s behavior can be worked on 
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and developed; it does not inexorably unfold. In the ab- 
sence of such predetermination, Americans apparently 
believe that environmental conditions (both social and mate- 
rial) are important determinants of behavior. Individuals, of 
course, are expected to exert personal effort in an attempt 
to arrange favorable environmental conditions. Mead 
(1968), for example, points out that ‘‘successful’’ American 
parents must provide their children with the proper envi- 
ronments. If parents want their children to succeed, they 
must provide them with a ‘‘good education” and ‘“‘all the 
advantages they themselves didn’t have.” 


The American themes of self-reliance, personal effort, 
and environmental causes thus seem to be complementary 
components in American conceptions. Because a person’s 
behavior is not predetermined, he is both free and obligated 
to make something of himself. He must therefore exert an 
effort to improve himself. In doing so, he utilizes the envi- 
ronment, both physical and social, in striving to become a 
success. Similarly, he tries to provide the proper environ- 


mental input for his children, so that they may also “get 
ahead.” 


These themes of self-reliance, personal effort, and en- 
vironmental influences appear to be reflected also in Amer- 
ican conceptions of mental health (see Tables 1 and 3). 
Items 11, 32, 43, and 44 claim that immediate environmen- 
tal conditions, like geographic location, financial status, job 
stress, and diet, can help determine a person’s mental 
health. Items 45 and 55 also refer to environmental de- 
terminants: a person can learn to be mentally healthy. Simi- 
larly, items 35 and 40 stress the importance of the early 
years in shaping personality and mental health. Finally, the 
American themes of personal effort, optimism, and 
willpower are echoed in items 21, 27, and 42: to be mentally 
healthy, a person must discipline himself, avoid morbid 
thoughts, and keep busy. The American staff and student 
groups endorsed these items significantly more strongly 
than their German counterparts. American conceptions of 


mental illness thus seem to reflect more general cultural 
conceptions and value orientations. 
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Results: Factor 3 


Factor 3: Negative Stereotypes 


Factor 3, negative stereotypes, contained more specific 
conceptions of mental disorders than factor 1. Items com- 
prised in this factor portrayed the mentally ill as rec- 
ognizably different from ‘‘normal people.” The mentally 
ill do not pay attention to personal appearance; they have 
glassy eyes, are incurable, and laugh more than normal 
people. Table 4 presents the items comprised in factor 3 and 
their loadings. The mean factor scores for the American 
and German student groups were —.025 and .162, re- 
spectively (F = 15.10, df = 1/1278, P < 0001). The Amer- 
ican and German staff groups tended to reject this factor 
more strongly, with mean factor scores of —.457 and —.345, 
respectively. Although there was no significant difference 
between the two staff groups, they did differ significantly 
from their student groups in both countries (P < .0001). 
Table 5 presents the results of the four paired comparisons, 
which indicate that for this factor intracultural differences 
exceeded intercultural differences. 

TABLE 4 Responses of German and American Staff and Students to 
Questionnaire Items Regarding Negative Stereotypes of the 
Mentally Ill (Factor 3) 


Loading Means Standard 
AStu GStu ASGS Deviations 


SSF" 32 23 19 6 WZ 


Item 


14. The insane laugh more 51 


than normal people. 
37. You can tell a person 50 2.7 3.1 2.82.5 1.82 


who is mentally ill 


from his appearance. 
46. The eyes of the insane 46 29 28 1.91.8 1.62 
are gl k 
T 2.0 1.9 1.62.0 1.40 


22. There is not much that can -46 
be done for a person who 
develops a mental disorder. 


AStu = American high-school stud 
Students (N = 555). AS = American 
Mental-hospital staff (N = 102). A meal 
1, total disagreement; a mean of 4, neutrality. 
and instrument. 


ents (N =728). GStu = German high-school 
mental-hospital staff (N = 79). GS = German 
n of 7 signifies total agreement; a mean of 
See text for description of samples 
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TABLE 5 Analysis of Variance of Factor 3 Scores for German 
and American Staff and Student Groups 


F df P< 
Intracultural comparisons: 
American staff’ (¥ = —.46) and 
students (X = —.025) 18.83 1/805 0001 
German staff (¥ = —.35) and 
students (X = .16) 31.16 1/652 0001 
Intercultural comparisons: 
American and German staffs 0.92 1/179 — 
American and German students 15.10 1/1278 -0005 


American staff (N = 79); American students (N = 728); German staff (V = 102); 


German students (N = 552). See Appendix and text for description of samples 
and instruments. 


Discussion: Factor 3 


Factor 3 (negative Stereotypes) distinguished between 
staff and public groups and between the student groups but 
it did not significantly differentiate the two staff groups, 
who tended to reject this factor more strongly than their 
publics. Factor 3, then, did not support hypothesis 1. This 
finding is probably partially explicable in terms of pro- 
fessional socialization. Hypothesis 2 posits that the com- 
mon professional experiences of the two staff groups will 
tend to diminish differences between them. By the same 


token, this ‘Same shared experience could cause the staff 
groups to differ from the student 


» they may laugh less); the staff 
nts do not have “glassy eyes,” 
telligible words. It is thus prob- 
perience (as well as to their desire 
at the hospital-staff groups in both 
Ct this factor as compared to the 


to appear enlightened) th 
countries tended to reje 
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student groups. Thus, although these findings do not sup- 
port hypothesis 1, they do tend to support hypothesis 2: 
professional socialization tends to diminish intercultural 
differences. The implications of these results for Scheff’s 
theory will be discussed in chapter 2. 


2 Patients’ Conceptions 
of Mental Illness in 
Germany and America 


The purpose of this chapter is to test proposi- 
tions 2 and 3. Proposition 2 posited that the conceptions of 
mental disorders held by mental patients in Germany and 
America would show differences that corresponded to the 
differences in the two cultures’ popular conceptions. Prop- 
osition 3 postulated that differences in symptom formation 
in the two cultures would correspond to differences in 
popular conceptions. In this investigation, symptoms per se 
were not studied, but interviews with patients did elicit 
statements about symptomatic behavior and coping tactics 
within the hospital. These Statements will be analyzed and 


compared to the conceptions of mental illness in the two 
cultures. 


Purpose 
The following hypotheses were proposed: 


Hypothesis3. Germanand American mental patients have 
definite conceptions of mental illness. These conceptions 
parallel the conceptions held by mental-hospital staff and 
the public in their own cultures. Specifically, German pa- 
tients, compared to American patients, view mental dis- 


Parts of this chapter have appeared in my article ‘‘Cultural Conceptions and 
Mental Illness” in the Journal of Nervous and Mental Disease 160 (July, 1975): 
409-21. Copyright © 1975 by The Williams & Wilkins Co. Reproduced by permis- 
sion. Other parts appeared in my article “Cultural Conceptions, Mental Dis- 
orders, and Social Roles” in the American Sociologi 


Q ical Review 40 (December, 
1975): 739-52. Copyright © 1975 by the American Sociological Association. Re- 
printed by permission. 
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Hypothesis4. Patients’ perceptions of coping tactics reflect 
their conceptions of mental illness. Specifically, American 
patients endorse more strongly than German patients the 
view that a patient’s release from the hospital depends on 
his personal effort: the patient must conform and make a 
good adjustment. German patients focus more on illness: 
the patient must be ‘‘cured’’ before he can be released. 


Methods 
Sample 


Eighty-two German mental patients were selected and 
interviewed in a state mental hospital near Frankfurt, Ger- 
many. The patients were chosen randomly from the patient 
population except for strictly organic cases (e.g., cerebral 
arteriosclerosis, paresis), which were excluded.! A compa- 
rable sample of 98 patients was interviewed in a California 
state mental hospital. The hospitals were matched on im- 
portant characteristics. Both are located in picturesque 
rural surroundings and are known as relatively pleasant 
places compared to other mental hospitals. Both draw the 
bulk of their patient populations from large urban centers, 
and most of their patients are usually admitted only after 
they have been processed and referred by other in- 
stitutions. The demographic characteristics of the two pa- 
tient populations are depicted in Table D in the Appendix.” 


Instruments 

In order to test the two hypotheses, a patient-interview 
schedule was constructed. Each patient interview lasted 
approximately three hours and often had to be completed _ 
on a second day. The coding categories used for each ques- 
tion during the interview were derived in a pilot study of 25 
German patients. These categories were then used to 
analyze all subsequent patient interviews conducted in both 
Germany and America. In both cultures, assistants who 
were naive as to the specific hypotheses being tested did the 
bulk of the interviewing and coding. After the coders had 
been trained, periodic checks were made on inter-coder 
reliability. The reliability ranged from 85 to 95 percent. 

The patient interview was designed to explore several 
areas of patient experience. These areas are as follows: (1) 
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conceptions of mental illness; (2) patients’ perceptions of 
coping tactics; (3) patients’ self-conceptions. 

Part 1 of the interview was designed to reveal the pa- 
tient’s evaluation of himself and his situation—why he 
thought he was in the hospital and what he must do to get 
out. It consisted of twenty-four open-ended questions and a 
Twenty Statements Test (TST). The Twenty Statements 
Test requires that the subject complete the sentence ‘‘I 
am ...” twenty times. It has been used extensively in re- 
search on the self-concept of both patient and nonpatient 
groups. The coding categories, like the rest of the patient 
interview, were derived from the initial pilot study of Ger- 
man patients. It was found, however, that the responses did 
tend to fall into the broad categories suggested by Kuhn and 
McPartland (1954), and these categories were used, with 
minor modifications made wherever necessary. The 
categories were as follows: 


1. Physical. This category includes all references to the 
subject’s physical state, including his physical appearance 
(e.g., “I have blue eyes”; “I’m a man’’), 


2. State of health. This category contained all references 
to the subject’s state of health. This broad category was di- 
vided into three categories. Subcategory 1 included all refer- 
ences that were nonspecific (“Tm healthy”; “I’m sick”; “I’m 
a patient”). Subcategory 2 contained references to the sub- 
ject’s status and role as a mental patient (‘‘I’m a mental pa- 
tient”) or direct allusions to life in the hospital (“I’m working 
in the canteen now”). Subcategory 3 encompassed statements 
which described the patient’s official status (‘‘I’m mentally 
ill”; “I’m schizophrenic”; “I have a nervous disorder”; 
“Tm an epileptic’). 

3. Status and role in social system. This category con- 
tained allusions to specific institutionally defined roles 


a “Catholic,” “married,” “American,” 
“Mason”’). 


4. Nature of interaction in the social system. While cate- 
gory 3 contained allusions to institutional roles, e.g., “Pma 
father,” this category included all evaluation of such roles, 
e.g., ‘I’m a good father.” It also contained references to ac- 
tivities that are not strictly defined institutional roles but do 
involve social interaction (e.g., “I’m a heavy drinker”; “I’m 
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a baseball fan’’; ‘I’m jolly”). 


29 Patients’ Conceptions of Mental Illness 


5. Inappropriate and uncodable answers. This category 
consisted of responses that were uncodable either because 
they were inappropriate (e.g., “The cat is brown’’) or be- 
cause they did not fit into any of the other categories (€.g., 
“I’m an iridescent being’’). 


The results of part 1 of the patient-interview schedule 
were tested for significance with chi-square, except where 
the number of subjects in each category was too small to 
permit such analysis. For these questions, group dif- 
ferences are described in terms of percentages.* 

Part 2 of the patient schedule consisted of five semantic 
differentials. The adjectival scales were adopted from Jaec- 
kel and Wieser’s study (1970) of German conceptions of 
mental illness. The concepts tested were: Me, Psychiatrist, 
Patient in a Mental Hospital, Insane Person, and Average 
Person. Jaeckel and Wieser had originally adopted many of 
Nunnally’s adjectival scales (1961), so the problem of trans- 
lating this instrument back into English was minimized. 
Nevertheless, a bilingual anthropologist was consulted in 
preparing the final English version. 


Results: Conceptions 

In order to compare the findings of this chapter more effec- 
tively with those of chapter 2, a distinction will be made 
between conceptions and stereotypes. The term conception 
refers to any opinion or belief about mental disorders, while 
stereotype refers specifically to negative views of mental 
illness like those embodied in factor 3 in chapter 1. These 
images portray the mentally ill as extremely bizarre, de- 
viant, and disruptive. Conceptions will be discussed prior 


to stereotypes. 


Conceptions of Mental Illness 

Curability. Two questions tested curability. The first 
asked: ‘Is mental illness curable or not?’ The response 
categories were: (1) No; (2) Cure no, improvement yes; (3) 
Many illnesses, yes; (4) All curable; (5) Yes, with enough 
therapeutic measures. A majority of Germans responded 
with answers 1-3, a majority of Americans with answers 4 
and 5 (P <.001). The second question was similar in con- 
tent. It asked: “What are the chances of curing someone 
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who is mentally ill?” Answer categories were: (1) Not cur- 
able; (2) 1 in 100; (3) 1 in 20; (4) 1 in 4; (5) 50:50; (6) All 
curable. The majority of Germans chose categories 1-4; 
the majority of Americans, 4-6 (P <.01). Thus, on both 
questions the German patients considered mental illness 
relatively incurable. These results tended to support 
hypothesis 1: German patients believe that mental illness is 
relatively incurable. 


Purpose of Confinement. Germans and Americans dif- 
fered markedly in their response to the question “Why are 
the mentally ill admitted to the hospital?” Althoughthe num- 
ber of responses in some categories was too small to permit 
Statistical analysis, the percentages of responses for each 
group show striking differences. For example, 46 percent of 
German patients mentioned “‘improvement of health” as the 
reason that patients were committed; only 24 percent of the 
American group gave this response. In contrast, only 2 
percent of German patients stated “because they behaved 
in a ‘crazy’ [in the stereotyped sense] manner,” while over 
12 percent of the Americans cited this as the reason for 
commitment. The results on curability and confinement in- 
dicate that the conceptions of mental illness differ markedly 
in the two countries. Compared to American patients, 
German patients believe that mental illness is a biological 


disease that is relatively incurable and that does not neces- 
sarily manifest itself in bizarre behavior. 


Patient Perceptions of Coping Tactics. Patients were 
asked who influenced their release and how it could be 
obtained. The results are presented in Table 6. Americans 
in general tended to believe that a patient’s release depends 
on his personal effort: the patient must conform and make a 
good adjustment within the hospital. In contrast, German 
patients focused more on illness: the doctor must decide 
that the patient is well. These results tended to support 
proposition 2, that patients’ conceptions of mental illness 
parallel those of their staff and public. Hypotheses 3 and 4 
were also supported. The patient groups’ perceptions of 
coping tactics echoed the basic cultural themes reviewed in 
chapter 1. In the American patients’ view, a patient’s re- 
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lease depended on his personal effort and willpower, on his 
ability to manipulate himself and his environment. For the 
Germans, there was nothing a patient could “‘do’’ to expe- 
dite his release. The doctor would know when he was 
“well” and would discharge him. Thus, patients’ state- 
ments on curability, reasons for confinement, and coping 
tactics all reflected the same cultural differences examined 


TABLE 6 German and American Patients’ Perceptions of Appropriate 
Coping Tactics within Hospital 
Percentage Percentage 
of German of American 
Questions Patients Patients 


1. “In your opinion who influences your 
release?” 
a. “Myself.” 1.2 20.4 
b. “The doctors” (or doctors in com- 79.3 49.0 
bination with other factors). 
2. “How does [patients answer to above 
question] decide that someone should 
be released?” 
a. ‘‘Patient must conform, play the 8.5 27.6 
game, obey the rules ... r 
b. “[Answer from ‘b’ in above question] 42.7 17.3 
decides when the patient is well.” 
3. “How must a patient behave in order 
to be released?” 
a. (Patient gives one or more examples 4.9 46.9 
of adjusted behavior.) 
b. “Patient must be well.” 12.2 5 
c. “Patient must be well and adjusted” 36.6 5. 
(one or more examples) 
d. (A number of examples of adjusted 36.6 26.5 
behavior, with or without recovery). 
4. “What should the patient never do if 
he wants to be released?” 
a. ‘‘Never misbehave” (one or more 2.4 52.0 
examples). 
b. “Patient must not be ‘ill.’”” 13.4 1.0 
c. “Patient must not be ‘ill ” (with one 34.1 0.0 
or more examples of maladaptive 
behavior). 
d. (More than one example of mal- 
adaptive behavior, with or without 
recovery.) 


German patients (N = 82); American patients (N = 98). 


32 Chapter 2 


in chapter 1: Germans view mental illness as relatively de- 
terminate; Americans emphasize free will, personal effort, 
and manipulating one’s self and the environment. 


Twenty Statements Test. As noted above, the patient 
groups also completed a Twenty Statements Test. This test 
requires that the. respondent complete the sentence ‘I 
am ...” twenty times. The answers were coded (see 
the section on Methods, above) and subjected to chi-square 
tests. The results generally tended to support hypothesis 3. 
Compared to the American patients, the German patients 
tended to ‘“‘somaticize’’ their condition. They talked of 
physical ailments and generally emphasized the medical na- 
ture of their hospitalization (P < -001). In contrast, Ameri- 
can patients made more allusions to roles performed within 
the hospital. They talked more about their behavior as 
mental patients (P < .01). These findings are consistent with 
hypothesis 3 and with the preceding results. In their self- 
conceptions, as well as in their conceptions of mental 
disorders and coping tactics, the Germans tended to 
emphasize biomedical factors. They tended to see the hos- 
pital as a hospital, the doctors as physicians, and the reasons 
for confinement as medical. 


Discussion: Conceptions 


The German sample contained a greater percentage of 
patients over forty years of age. To test for possible effects 
of this bias, the two samples were divided into two age 
groups: under forty and over forty. These groups were then 
compared, using chi-square, on each of the questions dis- 
cussed above. Only one question showed a significant dif- 
ference between age groups (P<.06). In answer to the 
question “‘ hen can you say someone is crazy?”’ younger 
American patients tended to have “no opinion,” while their 
older counterparts tended to reject the question due to its 
pejorative connotations. This difference cannot explain the 
difference on this question between Germans and Ameri- 
cans because that difference arose from more Germans cit- 
ing mental characteristics, while more Americans named 
physical (stereotyped) characteristics. 

The American sample was biased toward voluntary 
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commitments. The two patient samples were therefore di- 
vided into groups on the basis of type of commitment: vol- 
untary or involuntary. Only the German groups differed 
significantly, and then on only two questions. More volun- 
tary German patients gave more pessimistic answers to the 
question ‘‘Is mental illness curable or not?”’ This difference 
cannot explain the difference found between the German 
and American samples because more Germans tended to 
give pessimistic answers than Americans and the German 
sample was biased toward involuntary commitments. The 
last question of the interview was more problematic. In 
answer to the question ‘‘Why are the mentally ill admitted 
to the hospital?’ more involuntary German patients cited 
reasons of health (P < .03). More Germans than Americans 
cited such reasons, so the sample bias might explain this 
difference between the two cultural groups. I believe this is 
unlikely, for the following reasons. First, the German sam- 
ple took a similar ‘‘medical’’ stance on several other mea- 
sures in the interview (e.g., questions on curability, coping 
tactics, and the Twenty Statements Test). These questions 
showed no significant differences between types of con- 
finement. Second, most of the American ‘‘voluntary’’ pa- 
tients had previously been involuntary but had eventually 
been ‘‘persuaded’”’ to commit themselves. Voluntary com- 
mitments were more convenient for the California hospital 
staff because of laws protecting patients’ rights, which had 
recently been passed (Lanterman-Petris-Short Act, 1969). 
According to ethnographic observations, involuntary com- 
mitments did not at that time in Germany present much 
more of a problem than voluntary ones (e.g., In respect to 
more paper work, more frequent reviews, court appear- 
ances). Consequently, the staff did not pressure patients to 
commit themselves. I thus think that the discrepancy in 
percentages of voluntary commitments in the two samples 
does not reflect substantive social or psychological dif- 
ferences between the samples but rather the utility and plas- 
ticity of labels for regulating patient populations. Third, 
there were fewer than twenty voluntary commitments in the 
German sample. This made for very few responses in each 
of the answer categories for each question. Such small cell 
sizes could create artifacts. Finally, in the American sam- 
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ple, type of confinement showed no significant differences on 
any of the questions. It therefore appears that the effects of 
the age and type of commitment bias in the two samples 
cannot account for the differences found between the two 
cultural groups. 

The results of this section thus tended to support prop- 
osition 2 and hypotheses 3 and 4. Mental patients’ con- 
ceptions in Germany and America corresponded to the 
differences inthe two cultures’ popular conceptions of mental 
illness. Relative to Americans, German patients tended to 
emphasize the biomedical, determinate nature of mental ill- 
ness. In contrast, Americans stressed personal effort and 
environmental factors in their conceptions. The present re- 
search thus suggests that cultural conceptions, or beliefs 
about mental illness, do help to shape certain patient behav- 
iors (at least their interview responses and their statements 
about proper behavior within the hospital). The evidence 
for this proposition comes from two sources. First, the 
German patients’ conceptions of mental illness differed 
significantly from those of the American patients. German 
patients generally agreed with their staff and public that 
mental illness is an endogenous biological malady that is 
virtually incurable. In contrast, the American groups 
tended to see mental illness more as a behavioral phenome- 
non. For the Americans, ‘‘mental illness” resided in behav- 
ioral deviance rather than in an innate organic condition. In 
the American view, this deviance can be eliminated with 
the right combination of motivation, skill, and willpower on 
the part of the patient and physician. 

„The two groups’ self-conceptions also differed sig- 
nificantly. German patients tended to somaticize their con- 
ditions and reasons for confinement. Americans talked 
about their roles as mental patients. These same themes 
were reflected in the reasons patients gave for confinement 
in a mental hospital. Germans tended to mention ‘‘im- 
provement of health” as the reason patients are committed 
to a mental hospital. Americans more frequently cited 
‘crazy’ behavior as the reason for commitment. These 
results thus tended to confirm hypothesis 3, 


Second, the groups’ Conceptions of mental illness were 


35 Patients’ Conceptions of Mental Illness 


consistent with their perceptions of appropriate coping tac- 
tics within the hospital. For the German patients, only the 
doctor could decide when a patient should be released; 
there was nothing the patient could do to influence this 
medical decision. In contrast, the Americans emphasized 
behavior and voluntary acts as crucial to the patient’s dis- 
charge. In this regard they stressed compliance with hospi- 
tal regulations and staff directives. Thus, as in the case of 
hypothesis 3, the Germans tended to assume a sort of 
biological-deterministic position, while the Americans 
maintained more of an individual-responsibility—free-will 
stance. These results tended to support hypothesis 4. 

As was argued in chapter 1, this assumption of ‘‘behav- 
ioral free will’’ is perhaps one of the most consistent themes 
in American ideology, and it has been noted by numerous 
observers over the past two centuries. Relative to most 
other peoples, Americans assume that an individual is free 
to alter his behavior and make anything of himself he de- 
sires. Thus, if a person is poor or mentally ill, it is somehow 
his own fault, “He could have made it if he had really 
tried!’ Some of the broader implications of this American 
value orientation will be discussed in subsequent chapters. 


Results: Negative Stereotypes 

Patient Self-Conceptions 

Interview questions. A variety of measures were used to 
study patients’ self-conceptions and their conceptions of 
other patients. These measures gave the respondent an op- 
portunity to use stereotyped imagery in reference to himself 
or other patients if he was so inclined. The first measure 
consisted of a series of open-ended questions within the 
patient interview. For example, question 3 asked: ““Do you 
believe that you belong in the mental hospital? Why, or why 
not?” This question revealed no significant cultural dif- 
ferences. Approximately 35 percent of both the American 
and the German patient groups stated that they thought 
they belonged in the hospital. Approximately 50 percent of 
each group believed that they did not belong. The: re- 
mainder were “uncertain.” Question 17 asked: ‘‘Do you 
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consider yourself mentally ill? Why, or why not?” Approx- 
imately 25 percent of the American group answered 
“Yes,” while only 9 percent of the German group an- 
swered in the affirmative (P < .01). The rest of the samples 
answered ‘‘No.”’ 

Question 12 asked: ‘‘Do the other patients belong in the 
hospital? Why, or why not?” Question 16 asked: ‘‘Are the 
other patients mentally ill? Why, or why not?” Only 7 per- 
cent of the German patients said that they did not belong in 
the hospital but that the others did. Seventeen percent of 
the Americans gave this answer (P < .05). Similarly, 4 per- 
cent of the Germans and 25 percent of the Americans 
claimed that the other patients were ill but that they them- 
selves were not (P<.001). Thus, in these comparisons, 
more Germans identified with patients they did not view as 
mentally ill. More Americans tended to lump the other pa- 
tients into the ‘‘sick’’ category and to reject identification 
with them. Neither patient group, however, tended to 
define themselves as mentally ill, although more Americans 
(25 percent) did than Germans (9 percent). Virtually no 
stereotyped imagery appeared in these responses. 


Twenty Statements Test. This instrument also gave the 
patients an opportunity to use stereotyped imagery in their 
self-descriptions. The two cultural groups did not differ in 
their tendency to describe themselves in terms of stereo- 
types or diagnostic labels. In fact, the overwhelming majority 
of both groups did not use any such terms in their self- 
descriptions: only four Americans and eight Germans 
referred to themselves with diagnostic labels, 


Semantic differentials. The final instruments used to 
measure patients’ self-conceptions were the semantic dif- 
ferentials. The results of these instruments were first 
analyzed in an overall analysis of variance (2 x 5 x6 factorial) 
on the five general concepts Me, Pyschiatrist, Patient in a 
Mental Hospital, Insane Person, and Average Person. For 
this analysis, semantic dimensions that have consistently 
emerged in cross-cultural research were assumed, and the 
respective adjectival scales were grouped into these seman- 
tic dimensions (Osgood 1969; Nunnally 1961; Jaeckel and 
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Wieser 1970). The six dimensions used were evaluation, 
potency, activity, certainty, understandability, and pre- 
dictability. In this overall analysis, the two patient groups 
did not differ significantly; consequently, no further com- 
parisons were made of these groups. The German staff and 
student samples described in chapter 1 also completed the 
semantic differentials. The patient groups rated the concept 
Me significantly more positively than did the German staff 
and student groups (P <.01). Though significant, the dif- 
ferences were slight: patient means ranged from 2.3 to 2.7; 
staff and public means, from 2.7 to 3.1 (the higher the mean, 
the more negative the evaluation). Thus, once again, pa- 
tients avoided using negative stereotyped imagery in de- 
scribing themselves. 


Stereotypes of Insanity 

Americans differed significantly from Germans 
(P < .001) in response to the question ‘‘How can you rec- 
ognize a mentally ill person?” More Americans cited 
stereotyped bizarre physical characteristics as ‘‘diagnos- 
tic” criteria. In contrast, the German patients more fre- 
quently favored «internal” criteria, i.e., they tended to cite 
disturbances of mental functions, cognition, and judgment 
as characterizing mental illness. This difference, although 
highly significant, reflects a tendency rather than an abso- 
lute difference: only 27 percent of the American group 
picked physical characteristics (“the way he looks”; “‘from 
his face’’; ‘‘from his eyes”; “walks funny’’); only 13 percent 
of the German sample cited these characteristics. In con- 
trast, 20 percent of the German patients picked dis- 
turbances of mental functions, while only 2 percent of the 
Americans fell within this category. This category con- 
tained only those answers that were reasonable approxima- 
tions of official psychiatric theory. Thus, more Germans 
consistently assumed a medical view of things. 


Discussion: Negative Stereotypes 

As reported above, mental patients’ conceptions in Ger- 
many and America generally paralleled the conceptions 
held by professionals and students in their own country. 
These results tended to support hypotheses 1 and 2. In 
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contrast, the patients, like their staff and public groups in 
chapter 1, tended to avoid using stereotypes. In response to 
the question ‘“‘How can you recognize a mentally ill per- 
son?” only a minority of patients in either group mentioned 
stereotyped images of insanity. Similarly, in answer to the 
question ‘‘Why are the mentally ill admitted to the hospi- 
tal?’ less than a third of the patients cited negative 
stereotypes of insanity. Finally, a majority of patients in 
both groups denied that they themselves were mentally ill, 
and a majoirty failed to identify with patients they thought 
were mentally ill. In short, a majority of patients declined to 
use stereotyped images of insanity, and a majority of pa- 
tients denied they were mentally ill and failed to identify 
with patients they thought were mentally ill. 

The patients’ relative rejection of the stereotypes of in- 
sanity and their disinclination to use these images in de- 
scriptions of themselves and others are thus consistent with 
the staff and student groups’ responses to factor 3. None of 
the groups strongly endorsed this factor. Apparently, the 
results of factors 1-3 and the patient data are consistent 
with a general application of labeling theory to mental dis- 
orders: general cultural conceptions appear to influence pa- 
tient behavior (at least, the conceptions appear to influence 
patient conceptions and perceptions of proper behavior). In 
contrast, the results of factor 3 and the patient data do not 
support Scheff’s application (1966) of labeling theory to 
mental disorders: stereotypes of insanity (of the type dis- 
cussed by Scheff) did not appear frequently in patients’ 
conceptions or in their perceptions of proper coping behav- 
ior. To interpret this finding, it is useful to recapitulate the 
logic of this investigation and to examine some background 
material bearing on Scheff’s theory and the present results. 


Conceptions versus Stereotypes 


Walter Lippmann was the first to introduce and delineate 
the concept of stereotype (1930). He argued that 
stereotypes arise from the fact that all perception is selec- 
tive. The brain cannot possibly perceive and evaluate all 
the sensations impinging on it, so it selects out what is 
important. For example, a mother, working in the house, 
may not perceive the sound of the cars passing outside, but 
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she will hear her child’s cry—even though the cars may 
objectively be louder. This selective process is largely au- 
tomatic and is a product of an individual’s cultural con- 
ditioning. Cultural training, then, not only selects what we 
perceive, but it also determines how we feel about it. 

The myriad stimuli impinging upon an individual’s sen- 
sory apparatus are sorted into classes, Or categories, and 
these categories are, to some extent, culturally conditioned. 
A person from another culture will group and evaluate 
stimuli differently. As Lippmann points out (1930:90), this 
grouping affords an economy of perception and is apparently 
a necessary part of perception. But because the grouping is 
largely automatic, it is subject to unconscious distortion 
and prejudice. 

It is this grouping and evaluation process that can 
obscure important differences among members of a group 
and ultimately result in maleficent prejudice. As Lippmann 
points out, stereotypes are constantly used to justify our 
actions and our position in society. To justify slavery, 
slaves must be perceived as intrinsically different from 
other men; to justify war, the enemy must be portrayed as 
incorrigibly evil; and to justify racial oppression, the other 
race must be seen as something less than human. 
Stereotypes thus prevent us from objectively evaluating 
facts, and, although they are inevitable, we need to rec- 
ognize them, to “hold them lightly, and modify them 
gladly” (Lippmann, 1930:91) 

Klapp (1972) criticizes Lippmann as being “‘rationalistic”’ 
and argues that the term stereotype implies distortion and 
prejudice. He therefore prefers ‘social type” as a con- 
ceptual tool in his analysis of American slang terms that 
denote certain types of character (e.b., “good Joe, 

Party-pooper,”’ “*do-gooder’’). Klapp maintains that so- 
cial types are quite accurate and that they perform the fol- 
lowing useful functions for society: (1) they allow people to 
recognize and play various roles; (2) they help define emer- 
gent roles; (3) they aid professionalization, i.e., help fit the 
right man to the right job; (4) they provide a person with 
self-images and a way of fitting into the larger system; (5) 
they aid in status modification (e-8-» degradation); (6) they 
contribute to consensus. In sum, Klapp feels that social 
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typing helps society set normative limits and orient its 
members. Because typing does this, and because it is in- 
evitable, the effects of typing should be viewed as benign. 
Whether these effects are benign or not is, of course, a 
value judgment.* Keeping this in mind, we can utilize some 
parts of Klapp’s analysis. His discussion of the effects of 
social types is quite cogent; it is whether these effects are 
beneficial or not that is questionable. 

The fourth function Klapp proposes for social types is 
that they provide a person with self-images and a way of 
relating to the social system. These images may be positive 
and admirable (Heroes), or they may be negative and re- 
pellent (Villains and Fools). Thus, when a person is typed 
(e.g., as a do-gooder), the image provides guidelines for his 
behavior and for those around him. If people see him that 
way, they will encourage him (sometimes inadvertently) 
to act that way. An individual may thus orient his behav- 
ior according to an acceptable social type, or he may use 
negative images to portray what is unacceptable behavior. 
This latter use is essentially the function of contrast con- 
ception. 

In his discussion of the stereotypes of mental illness, 
Scheff (1966:78) argues that the stereotypes of ethnic 
groups or of the mentally ill serve as ‘reference points for 
social comparisons and self-evaluation.” That is, they 
serve as contrast conceptions. Scheff proceeds in this part 
of his analysis to stress the distorted nature of stereotypes. 
That is to say, the stereotypes of mental illness may have 
some basis in reality, but they are not representative of 
reality, since only a minority of cases actually correspond 
to the stereotypes. Scheff illustrates this point when he 
compares stereotypes of the mentally ill to racial 
stereotypes, when he reveals the biased reporting in news- 
paper accounts of mental illness, and when he compares the 
popular stereotypes of the insane as “violent” and 
“‘dangerous”’ with a statistical study that showed that 
former mental patients actually committed fewer violent 
crimes than the general population (1966:67-79). Thus, in 
this part of Scheff’s discussion, the stereotypes of mental 
illness represent the most extreme and bizarre forms of the 
phenomenon, and they consequently tend to exaggerate the 


41 Patients’ Conceptions of Mental Illness 


differences between ‘‘normal’’ and insane behavior. In this 
sense, Scheff presents the stereotypes as a distortion of 
reality. 

On the other hand, Scheff tells us that the stereotypes act 
as a guide for action, shaping amorphous rule-breaking in 
their own image (1966:82). Through this process, the roles 
of mental illness will increasingly resemble the stereotypes. 
This is essentially Klapp’s ‘function 1”: social types allow 
people to recognize and play various roles. According to 
this part of Scheff’s theory, then, some mental illness must 
ultimately resemble the stereotypes, but we are never told 
what kind or how much. Consequently, we never know in 
what sense the stereotypes are “stereotypes,” i.€., how 
they deviate from reality. The problem of defining 
stereotypes is thus central to Scheff’s theory. To define 
“stereotypes” rigorously, Scheff would have had to de- 
scribe the degree of their correspondence to reality. In 
doing so, he would have automatically commented on the 
end of the stereotypes as shapers of the roles of mental 
illness. 

This problem, however, is not unique to Scheff’s discus- 
sion of stereotypes. Brigham, for example, in his review 
(1971:31-32) of the literature on ethnic stereotypes, notes 
that criteria for judging the accuracy Or distortion of 
stereotypes are typically lacking in such research: 


the major shortcoming of most of the published “stereotype” 
research ... has been a failure on the part of these observers 
to make explicit the criteria under which they are considering 
the generalizations unjustified. And, in those cases where 
criteria have been described, such as factual incorrectness, 
representations of inferior judgmental processes, Or justifica- 
tions for discriminatory behavior, it has usually been left un- 
said that these criteria remain assumptions on the part of the 
particular researchers, rather than measurable attributes of 
the situation. 


Compared to ethnic stereotypes, the problem of judging the 
accuracy of stereotypes of insanity may be simpler. With 
regard to two of the more common stereotypes, the evi- 
dence suggests that actual behavior does not conform to m 
stereotypes. Numerous authors have isolated an image o 
unpredictable violence as one of the essential components 
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in the stereotypes of insanity (Nunnally 1961; Cumming 
and Cumming 1957; Jaeckel and Wieser 1970; Olmsted and 
Durham 1976). Contrary to the stereotypes, Scheff cites a 
statistical study which showed that the incidence of violent 
crime (or of any crime) is much lower among former mental 
patients than in the general population (1966:72). 

Even more compelling are the results of the Baxstrom 
decision. In 1966 a United States Supreme Court decision 
forced institutions for the criminally insane to transfer 
many of their patients to civil hospitals. Steadman and 
Cocozza (1974) analyzed the results of this decision in New 
York State. Of 967 patients transferred to civil hospitals, 
about 25 percent were eventually discharged to the com- 
munity. The transfer and discharge of Baxstrom patients 
aroused intense anxiety in civil hospitals and the commu- 
nity. These fears proved to be totally unjustified. A four- 
year follow-up study showed that only 2 of the 98 patients 
(in the study sample) released to the community were sub- 
sequently convicted of felonies (namely, armed robbery 
and grand larceny). This seems a modest percentage when 
one compares it to the recidivism rates for ex-convicts (or 
to the incidence of violence and crime in urban high 
schools). It seems especially modest when one considers 
that these patients were considered extremely dangerous 
and had for years consistently been denied transfer or 
discharge. 

Another popular image of insanity is that of delusional 
personalities (Nunnally 1961; Scheff 1966:75). The mentally 
ill are frequently depicted in the mass media as having de- 
lusions of grandeur: these persons believe they are Christ, 
Napoleon, or some other famous personality. In his search 
for delusional personalities among 25,000 patients in state 
mental hospitals in Michigan, Rokeach (1964) found only a 
handful of such people; only three patients without brain 
damage consistently believed they were Christ, and there 
were no Napoleons, Caesars, Khrushchevs, or Eisenhow- 
ers. Thus, although stereotypes may influence symptoms, 
they do not seem to act as a “guideline for behavior,” as 
Scheff has proposed. 

Another problem with Scheff’s theory is that he ignores 
the role of the hospital. His theory Proposes that the popu- 
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lar stereotypes of insanity, culturally reinforced since 
childhood, act as a model in shaping the roles of insanity. 
These stereotypes supposedly act as a guideline for behavior 
for the deviant and for those around him, gradually forcing 
his behavior into ever-increasing conformity with the 
stereotypes. There is no direct evidence, however, that 
mental-hospital staff members have internalized stereo- 
tvped images of insanity which they then inadvertently re- 
inforce in the behavior of patients. The most common 
Stereotype, that of wild, uncontrollable, dangerous behav- 
ior, is certainly controlled and often directly punished by 
the staff. It is true that bizarre behaviors may be reinforced 
inadvertently by the staff (usually because that is the only 
Way the patient receives staff attention), but these behaviors 
do not appear to be those contained in popular stereotypes 
(Levitz and Ullmann 1969; Fontana and Klein 1968; 
Braginsky et al. 1966). In fact, participant-observation 
studies tend to mention more passive behaviors: sitting and 
Staring, aimlessly pacing, rocking, perhaps arguing with 
Staff or other patients, and working for insignificant rewards 
(Goffman 1961; Rosenhan 1973, 1975; Goldman et al. 
1973). Furthermore, the results of my study suggest that 
staff members in Germany and America endorse 
stereotypes less than their respective publics, so any seri- 
ous attempt to validate Scheff’s theory would have to make 
detailed comparisons between the conceptions of staff and 
public and the symptomatic behaviors each tends to re- 
inforce. The role of the hospital in producing symptomatic 
behavior will be discussed more thoroughly in chapter 4. 
A final flaw in the stereotype theory concerns the appar- 
ent lack of a coherent folk model of mental illness in urban 
populations. No empirical study has been able to demon- 
strate such a model. To be sure, Germany appears to have 
a somewhat more systematic folk taxonomy than America 
(WJaeckel and Wieser 1970; Nunnally 1961), but even in 
Germany the public’s answers showed considerable varia- 
tion and disagreement. Moreover, to warrant the term 
‘‘model,” folk conceptions of illness generally contain 
some notions of diagnostic criteria, etiology. prognoses, 
and treatment arranged in some reasonably coherent 
framework (e.g., Wallace 1972). No such models for mental 
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disorders have been demonstrated in lay populations of in- 
dustrialized nations. Compared to large nation-states, the 
societies where folk models have been described are con- 
sensual communities. In such communities, virtually 
everyone subscribes to the same supernatural beliefs, and 
theories of illness are generally an integral part of these 
beliefs. Such theories, then, have the force of powerful 
sanctions behind them, and, because there is virtual con- 
sensus on these theories, persons surrounding the deviant 
are probably more consistent in reinforcing or punishing 
various behaviors. It is probably due to this consensus and 
consistency that folk conceptions appear to be more effec- 
tive in structuring illness behavior in small primitive 
societies than in large nation-states. 

All this suggests that a clear distinction should be made 
between popular stereotypes and popular conceptions. The 
type of stereotypes discussed by Scheff are the extreme 
images of insanity popularly depicted in the mass media; 
they are essentially the images embodied in factor 3, which 
were not strongly endorsed by any of the groups I studied. 
It is thus quite possible that the stereotypes do not structure 
symptomatology in the manner Scheff proposed. On the 
other hand, cultural conceptions of mental disorders, as 
embodied in factor 1, did appear in patient conceptions and 
in their descriptions of Proper coping tactics. This suggests 
that cultural conceptions, or beliefs about mental illness, do 
influence patient perceptions and coping tactics. It is there- 
fore quite possible that these conceptions affect overt 
symptomatology as well. 

If stereotypes of the extreme type discussed by Scheff do 
not effectively structure symptomatology in the manner he 
proposed, what role, if any, do they play in the societal 
reaction to deviance? In the following paragraphs, I would 
like to depart somewhat from my empirical findings and 
elaborate on Jaeckel and Wieser’s analysis (1970) of the 
stereotypes of insanity. To be sure, the functions for 
stereotypes proposed below do not derive directly from the 
results presented in this chapter. Nevertheless, the pro- 
posed functions are entirely Consistent with the present re- 
sults and with other empirical studies to be discussed. 
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Functions of Stereotypes 


One of the most consistent elements in society’s reaction 
to mental illness is fear. This is reflected in empirical 
studies (Cumming and Cumming 1957; Nunnally 1961; 
Jaeckel and Wieser 1970) and in the laws society has 
erected to protect itself (Steadman and Cocozza 1974). 
Jaeckel and Wieser argue that, although the public fears 
physical threats from the insane, the real threat is to the 
background understandings and expectations that make so- 
Cial intercourse possible. Unlike other deviants, the 
Mentally ill appear to the lay public to have in- 
comprehensible motives and to be impervious to threats of 
punishment and other sanctions. They thus appear both 
unpredictable and uncontrollable. It is this fantasy of un- 
controllability that provokes such intense fear.° 

This scheme receives support from two sources. First, 
empirical studies have isolated ‘‘unpredictability’’ and ‘‘in- 
comprehensibility’’ as consistent components in the images 
urban populations have of the mentally ill (Nunnally 1961; 
Townsend 1972; Jaeckel and Wieser 1970). Second, it ap- 
Pears that people in small communities, who are more 
familiar with a deviant individual, tend to find his behavior 

redictable and are thus more 


More comprehensible and p eee 
likely to tolerate certain eccentricities (Foucault 1965; 


Eaton and Weil 1967); Scheff (1966), for example, found 
that rural courts were more careful about commitments 


and generally more tolerant of eccentric behavior than 


urban courts. 


In line with the preceding argument, three functions for 


the stereotypes of insanity may be proposed. First, they 
May serve as a warning, a contrast conception, to those 
who would breach social expectations. Phrases like 
“That’s crazy!’ or ‘Better watch out—they’ll be calling 
the men in the white coats!"”, though often used facetiously, 
nevertheless protest against unexpected rule violations; 
they tell a person his behavior is not quite acceptable. This 
function corresponds to Klapp’s function 4, that is, social 
types (and contrast conceptions) provide a person with 
self-images and a way of fitting into the larger system. 
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Second, the stereotypes may function as diagnostic 
criteria for the layman. For the man in the street, 
stereotypes may provide a guide for detecting insane behav- 
ior. As pointed out above, however, the stereotypes are not 
accurate depictions of symptomatology. One would there- 
fore expect the public’s recognition threshold to be high; 
i.e., initial symptoms that did not match the stereotypes 
would not be perceived as mental illness. This appears to be 
the case. Yarrow et al. (1955) found that husbands had to 
breach their wives’ expectations repeatedly before the 
wives would finally define the behavior as mental illness. 
Similarly, Star (1955) found that, when presented with classic 
textbook examples of various mental disorders, the pub- 
lic designated only the most extreme case, paranoid schizo- 
phrenia, as mental illness. Evidently, these studies tend to 
support the notion that the public’s recognition threshold 
remains high partially because their images of mental illness 
are so distorted. Once the recognition threshold is crossed, 
however, the stereotypes serve to justify the extreme, di- 
chotomous treatment of the mentally ill. This is a third 
possible function of the stereotypes. The distorted images 
of the stereotypes then justify total isolation of the deviant 
and the suspension of his rights and duties. This occurs 
even though a person’s behavior may have indicated that 
less extreme measures were in order (because, in fact, his 
behavior did not conform to the stereotypes). Even when 
this is the case—as it usually is—the fear is always present 
that his behavior might conform to the stereotypes in the 
future. These functions would correspond to Klapp’s func- 
tions 5 and 6: stereotypes aid in status modification, and 
they contribute to consensus.7 

Although these functions for the stereotypes of insanity 

- are not directly supported by the results of this study, they 
v, are nevertheless consistent with them and with other empir- 
ical works. Consistent with the present findings, then, is the 
notion that the stereotypes, though not frequently realized 
in symptomatology, may well serve as warnings, as folk 
diagnostic criteria, and as rationalizations for the extreme 
treatment of the mentally ill. 


Conclusion 
To sum up this chapter: broad cultural conceptions of 
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mental disorders differ in Germany and America, and the 
Conceptions of patients, mental-hospital staff, and laymen 
within these countries parallel each other quite closely. 
Thus, intercultural differences exceeded intracultural dif- 
ferences. In contrast, cultural stereotypes of insanity were 
not consistently endorsed by patients, staff, or students in 
either country. Stereotypes were also lacking in patients’ 
self-conceptions and their perceptions of proper behavior 
within the hospital. These findings thus provide some sup- 
Port for a general application of labeling theory to mental 
disorders: cultural conceptions do appear to influence pa- 
tients’ perceptions. The present results do not, however, 
support Scheff’s specific application (1966) of labeling 
theory, i.e., that the stereotypes of insanity act as a 
guideline for symptom formation. The present findings thus 
establish a definite link between cultural conceptions of 
Mental illness and patient views of appropriate coping tac- 
tics. It is not yet clear, however, how cultural conceptions 
may affect a wider range of patient behavior. The exact 
relationships among patient behavior, different conceptions 
of mental illness, and the formal requirements of in- 
stitutional life have yet to be delineated. These problems 


will be discussed in more detail in chapter 3. 
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3 Institutionalization 
and 


Symptomatology 


In the Preceding chapter, the evidence 
examined did not support the theory that specific 
stereotypes of insanity mold specific symptoms of mental 
illness. The evidence did Suggest, however, that mental pa- 
tients in Germany and America shared certain conceptions 
of mental illness with their respective publics and pro- 
fessionals. Furthermore, these conceptions were reflected 
in the patient groups’ Statements about symptoms and cop- 
ing behavior within the hospital. Thus, the evidence mar- 
shaled above does not indicate that the public and the 
mental-hospital staff are inadvertently but effectively re- 
inforcing stereotyped Symptoms in the patients’ behavior- 
This raises the question of what role the hospital does play 
in symptom formation. The purpose of this chapter is to 
examine the effects of long-term hospitalization on 
symptoms and patient outcome. 

Discussions of institutionalization have generally derived 
from two different approaches. The first approach can be 
termed, for want of a better word, the “conversion” ap- 


Parts of this chapter have appeared in my article “Cultural Conceptions and 
Mental Illness” in the Journal of Nervous and Mental Disease 160 (July, 1975) 
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slon: Offer paris: have appead „1m my article “Self-Concept and the In- 
stitutionalization of Mental Patients” in the Journal of Health and Social Behav- 
ior 17 (September, 1976): 263-71. Copyright © 1976 by the American Sociological 
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When this conversion is complete, the patient fully believes 
he is sick, acts sick, and is thus incapable of operating 
effectively outside the hospital. The second approach is 
more behavioral. It tends to operationalize its concepts and 
focus more on observable behavior. Authors utilizing this 
approach do not postulate that the institutionalization of 
mental patients necessarily consists in the hospital’s con- 
vincing the patient that he is sick. Instead, these authors 
tend to define a patient as institutionalized if he is apathetic 
about leaving the hospital. Some articles begin by paying 
homage to the conversion approach but then proceed to 
take a more behavioral approach in their methodology and 
discussions (Wing 1962; Shiloh 1971). In this chapter I will 
argue (1) that the changes in self-concept proposed by the 
conversion approach have yet to be demonstrated, (2) that 
the vagueness of the conversion approach has resulted in 
some questionable interpretations of the nature of the 
mental hospital, and (3) that, in empirical study, a more 
behavioral approach has obviated many of the problems 
created by the conversion approach. 

For the purpose of this argument, the term ‘“‘in- 
stitutionalization’’ will refer to the effects an institution has 
on an inmate that progressively reduce his ability to live 
outside the institution. Stemming from the verb form ‘‘to 
institutionalize,’’ the term institutionalization implies an 
emphasis on process rather than on a static phenomenon. 
Thus, institutionalization, as used here, refers to the proc- 
ess of inmates’ becoming progressively incapable of living 
outside the institution because of the effects, planned or 
inadvertent, of the institution upon him. 


The Conversion Approach 

Probably the leading exponent of the conversion ap- 
proach is Erving Goffman. In his now classic study, 
Asylums (1961), Goffman proposed that the mental hospi- 
tal, in order to effect compliance with its institutional 
needs, brings the patient to accept its view of him as a 
mental patient (1961:155). To accomplish this often requires 
that the patient’s view of himself be discredited. Goffman 
argues that psychotherapy and group therapy frequently 
perform this function (usually inadvertently) (1961:366—77). 
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Indeed, Goffman asserts that the more progressive and 
therapeutic the hospital attempts to be, the more it will tend 
to discredit the patient’s self-definition, replacing it with its 
own definition of him as mentally ill (Goffman 1961:150). 
According to this logic, the more “progressive” hospitals 
might induce even more institutionalization than custodial 
institutions because the former are more likely to succeed 
in changing the patient’s self-concept. This logic is exem- 
plified in the following quotations: 


What we have here [in institutional therapy sessions] is a di- 
rect ... effort to transform the patient in his own eyes into a 
closed system in need of servicing (Goffman 1961:376-77). 


... the more it [the hospital] attempts to be therapeutic and 
not merely custodial—the more he [the patient] may be con- 
fronted by high-ranking staff arguing that ... if he wants to 
be a person he will have to change his way of dealing with 
people and his conceptions of himself (Goffman 1961:150). 


He [the patient] learns that a defensible picture of self can be 
seen as something outside oneself that can b 
lost, and rebuilt i 


e which the hospital can 
give and take away from him (Goffman 1961:165). 
The patient must ‘‘j 


nsightfully’’ come to take, or affect to 
take, the hospital’s 


view of himself (Goffman 1961:155). 


tutionalization is similar to 
Goffman’s. Summarizing previous work by himself and 
Gruenberg (Gruenberg and Zusman 1964), Zusman (1973) 
describes institutionalization in terms of the ‘‘social- 
breakdown syndrome.” This syndrome has seven basic 
stages: (1) precondition or Susceptibility: deficiency in 
self-concept; (2) dependence on Current cues; (3) social 
labeling as incompetent and dangerous; (4) induction into 
the sick role; (5) learning the chronic sick role; (6) atrophy 
of work and social skills; and (7) identification with the sick. 
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Zusman (1973:312) equates the last stage with Goffman’s 

conversion” and states that “At some point the chronic 
state of sick functioning is not only accepted by the patient 
but he comes to see himself as like the other sick people 
with whom he lives, and no longer looks on himself as 
exceptional.” Zusman has thus extraverted and made ex- 
plicit what was largely implicit in Goffman. Both authors 
point to role changes via changes in self-conception as the 
crucial dynamic in institutionalization. That is, mental pa- 
tients come to believe they are mentally ill, and they act 
accordingly. As intuitively plausible as this theory is, there 
is little empirical evidence to support it. 


The Empirical Evidence 
Empirical studies of mental 
failed to demonstrate that mental patients think of themselves 
as mentally ill. The Joint Commission on Mental Illness and 
Health, for example, found that acutely ill patients in mental 
hospitals do not consider themselves mentally ill and in need 
of help (1961:86). Levinson and Gallagher (1964) reported 
that a majority of patients in their sample denied they were 
Mentally ill. Similarly, Braginsky et al. (1969:64) found that 
78 percent of a sample of 189 patients agreed with the 
questionnaire statement “Most patients in a state mental 
hospital are not mentally ill.” Agreement with this item was 
uncorrelated with length of hospitalization. This led the 
authors to conclude that long-term patients were not more 
likely to view other patients (and themselves) as mentally ill. 
The German and American patient groups I studied also 
failed to show the proposed changes in self-concept. It will 
be remembered that a majority of patients in both groups 
denied they were mentally ill. In response to the question 
“Do you consider yourself mentally ill?”’, 91 percent of the 
Germans and percent of the Americans answered in the 
Negative. A related question asked, ‘‘Do you belong in the 
hospital?” Approximately 50 percent of each group felt that 
they did not belong. Approximately 35 percent of each 
group felt they belonged. The rest were uncertain. 
Moreover, most patients in both groups did not believe that 
a majority of the other patients belonged in the hospital or 


patients have consistently 
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were mentally ill. The patients’ answers to these questions 
were not correlated with length of confinement. To be sure, 
it was not possible to make meaningful comparisons of 
long- and short-term patients on all measures because of the 
relatively small sample sizes. The instruments which lent 
themselves most readily to such comparisons were those 
with repeated measures: the Twenty Statements Test and 
the semantic differentials. 


“Who am I” and length of confinement. To study the 
relationship between length of confinement and patient re- 
sponses to the Twenty Statements Test, German and 
American patient groups were combined and were then di- 
vided into two groups: patients confined less than three 
months (N =52) and those confined Over two years 
(N =70). 

These two groups responded differently to only one of 
the seven categories of the Twenty Statements Test, and 
even this difference was slight. There was a slightly greater 
tendency (P < .06) for the short-term patients to charac- 
terize themselves in terms of physical attributes (e.g., “I’m 
tall’; “I have blue eyes”). This could, of course, merely 
reflect a tendency on the part of the long-term group to give 
fewer responses. To test this possibility, the two groups 
were compared for the number of responses each individual 
made. There was a slightly greater tendency for the short- 
term group to make more (eleven to twenty) statements, 


while the long-term group made one to five statements or 
six to ten statements (P < .05), 


Semantic differentials and length of confinement. An 
analysis of variance compared responses of short-termers 
and long-termers to all six dimensions of all five concepts of 
the semantic differentials. The results were striking. Only 
the ratings of Insane Person differed significantly. These 
ratings differed on four dimensions: activity (P <.001); 
certainty (P <.01); understandability (P <.05); and pre- 
dictability (P < .05). In every case, the long-term groups 
rated Insane Person more positively on these dimensions 
than did the short-term groups. The two patient groups did 
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not differ in their self-evaluations, i.e., their ratings of the 
concept Me. 

Thus, the expected differences between the two groups’ 
self-evaluations did not appear, but the long-term group did 
tend to rate Insane Person more positively on the semantic 
differentials. These ratings could reflect the long-termers’ 
greater acceptance of the status of mental patients, or they 
could reflect merely a greater familiarity with the reality of 
insanity and a rejection of the negative stereotypes of the 
insane. As noted previously, the latter possibility is not 
unlikely, given the staff groups’ relative rejection of nega- 
tive stereotypes, noted in chapter 1. It is quite probable that 
“professional socialization” in this sense develops in both 
Staff and patients in the hospital. Both become more toler- 
ant and accepting of the mentally ill (at least on paper) than 
they had been as laymen. 

According to the conversion approach, long-term pa- 
tients should define themselves as mentally ill and identify 
with the mentally ill more than short-term patients. All of 
the empirical studies cited above failed to demonstrate 
these differences. To be sure, they lacked longitudinal data; 
they merely compared the responses of long-term patients 
to those of short-term patients. Strictly speaking, then, 
these studies can tell us little about the process of in- 
stitutionalization. To talk authoritatively about the changes 
that occur during institutionalization, one would have to 
collect extensive longitudinal data. These difficulties not- 
withstanding, it is significant that these cross-sectional 
studies failed to demonstrate “‘conversion”’ in a majority of 
either long-term Or short-term patients. If a significant 
number of patients had really accepted “‘the hospital’s view 
of them,” this should have appeared in their statements 
about themselves and about other patients. In fact, state- 
ments purporting such a view were extremely rare. Since 
findings like these raise serious questions about the conver- 
Sion approach, it behooves us to examine this approach 


more closely. 


Conversion vs- Adjustment 
Goffman outlines four different modes of adjustment to 
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total institutions: (1) situational withdrawal; (2) intran- 
sigence; (3) colonization; and (4) conversion (196 1:61-62). 
Only in conversion does the inmate fully accept the in- 
stitution’s definitions of him. In the other modes the inmate 
is able to insulate himself to some extent against the in- 
stitution’s efforts to redefine him. Thus, although in- 
stitutionalized inmates may exist in any one of the four 
modes, only the conversion mode involves an actual accep- 
tance of the official line, i.e., the inmate comes to believe 
that he possesses some characteristic (e.g., mental illness, 
criminal tendencies) and that, because of this characteris- 
tic, he belongs in the institution. Goffman argues (1961:64) 
that most inmates do not pursue any one mode very far but 
rather adopt ‘‘a somewhat Opportunistic combination of 
secondary adjustments, conversion, colonization, and loy- 
alty to the inmate group.” Thus, when discussing the charac- 
teristics of total institutions, Goffman suggests that most 
inmates are not converted (1961:61-66). However, in his 
analysis of mental hospitals (1961:127-69, 375-86), he con- 
sistently implies that the institutionalization of mental pa- 
tients consists in converting them, i.e., the patients must 
come to accept the hospital’s definition of them. This em- 
phasis was exemplified in the quotations from Goffman, 
above (1961:150, 155, 165, 376). 

Goffman’s analysis apparently contains an internal in- 
consistency. In the first part of his discussion he argues that 
most inmates of total institutions are not converted, In the 
second part of his analysis he repeatedly suggests that in- 
stitutionalization of mental patients involves converting 
them. This contradiction has not been obvious to other re- 
searchers because of the vagueness of Goffman’s discus- 
sion. Goffman never plainly states that patients come to 
believe they are mentally ill, Instead, he says that patients 
must accept the hospital’s view of them (1961:155). 
Although he consistently implies that the hospital’s view of 
the patients is that they are sick and in need of treatment 
(1961:376-72, 150), he never explicitly spells out what the 
hospital’s view is or how this view js manifested by the 
patients once they have accepted it. Goffman’s vagueness 
and the internal inconsistency in his argument have pro- 
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duced some confusion in research on institutionalization. 
The following section presents a case in point. 


Conversion vs. Impression Management 


Braginsky et al. found that, given certain inductions, 
long-term mental patients would modulate their behavior in 
order to remain in the hospital (1966, 1967, 1969). These 
authors interpreted their results as refuting Goffman’s 
theory (1961) of institutionalization. They argued that if, 
according to Goffman’s theory, their subjects had been in- 
stitutionalized, they would have ‘‘thought of themselves as 
mentally ill.” Braginsky et al. then cited studies that in- 
dicated that patients do not generally define themselves as 
Mentally ill (Joint Commission on Mental Illness and 
Health 1961; Levinson and Gallagher 1964). From this 
Braginsky concluded that (a) long-term patients do not 
“really” think of themselves as mentally ill; (b) therefore, 
their long-term patients’ responses do not reflect an actual 
change in self-concept but rather manipulation of impres- 
sion management; and (c) therefore, Goffman’s theory is 
inaccurate; the hospital’s role in institutionalization is 
“‘omissive’”’ rather than ‘‘commissive’’; patients remain in 
the hospital due to a logical choice and implement this choice 
by manipulating their behavior (1966, 1967). —— 

_ Braginsky et al. have thus taken one mode of institutional 
life, that of ‘‘conversion,’’ and made it into the sine qua non 
of Goffman’s theory. This is unfortunate because Goffman 
€xplicitly states that inmates seldom pursue one mode very 
far (1961:65). Braginsky’s interpretation is understandable, 
however, given, as we saw above, Goffman’s almost exclu- 
Sive emphasis on conversion in his subsequent discussion 
of mental hospitals (1961:125-386). . 

Having correctly established that most mental patients 
do not appear to have been “converted” but rather engage 
in impression management, Braginsky et al. then proceed to 
argue that this represents a “logical,” “‘rational,”’ and 
“voluntary” decision on the patients’ part to remain in the 
hospital. The hospital has allegedly played only an “‘omis- 
sive” role in affecting this decision. This leap in Bragin- 
sky’s reasoning represents a non sequitur and obscures the 
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evidence that role expectations in institutional settings do 
indeed produce measurable changes in the behavior and 
perceptions of individuals. This evidence comes from di- 


tion and depersonalization that are described in Goffman’s 
theory (Goldman et al. 


and Kisker 1968), Second, it is common knowledge that one 


ehavior modificationists working 
S is to eliminate “‘symptomatic 

roduced by inadvertent reinforce- 
Ilmann and Krasner 1969). Third, 


a “heart patient” Ostensib] 
and turn college Students i 
“rebellious inmates” (7; 
these studies were ““normal’? l sus- 
ceptible to „Suggestion than ts, tae in 
mental hospitals (Wing 1962; Braginsky et al. 1969: Zusman 
1973). If role expectations could drastically alter these per- 
believe that the 


nto “brutal prison guards” and 
The subjects in 


expectations of mental-hospital 
results with mental patients. 
Finally, it is an established fact that 
stays in the hospital, the less chance he h 
and staying out (Strauss 
> It seems unreas, 
that “‘patient susceptibility” or “family ti a ee 
or some other variable external to the hospital Sent came 
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HEI account for institutionalization. It also seems un- 
the onable to assume that these external variables are 
i mselves unaffected by what happens to the patient in the 
a spital. In this regard, it is noteworthy that, after arguing 
ae any ‘‘commissive”’ effects of the hospital, Braginsky 
eres (1969: 172) concede that they were “utterly unable” to 
vid er the question of what determines whether the indi- 
ual will choose the particular path of institutionalization 
s a means of withdrawing from society. 
Although the Braginsky studies contain some extremely 
ga table information, the logic of their argument is faulty. 
he crucial flaw in Braginsky’s argument lies in his failure 
to distinguish between patients’ “presenting” themselves 
as mentally ill (i.e., engaging in “symptomatic” behavior) 
and ‘‘defining’’ themselves as mentally ill. Patients may 
oe in extremely symptomatic behavior, but they sel- 
om overtly define themselves as mentally ill. This was true 
of all the empirical studies reviewed above, including 
Braginsky’s own (1969). This does not necessarily mean, 
however, that the old-timers in the hospital have not been 


taught the role of chronic patient by the institution. Indeed, 
le apparently consists of face- 


Saving rationalizations for the patient’s presence in the hos- 
ical illness”; “Tm here for a 
y of mental patients to 


rationalize their presence in the hospital has been described 
by Goffman (1961) and was aà frequent element in inter- 


views conducted by the present researcher as well. How- 
he is mentally ill, he may 


ever, while the patient is denying ally 0 
Simultaneously engage in behaviors (both within and with- 
Out the hospital) that ensure his continuing Status asa 
mental patient. That is to say: e may ‘‘present”’ himself as 
Mentally ill (in interviews and tests as well as in gross be- 
haviors) while simultaneously claiming he is sane. It is thus 
quite possible that the behaviors measured by Braginsky’s 
interviews and tests (1969) and by those of the other studies 
do in fact reflect the patients’ institutionalization: patient 
behavior is altered by long-term, confinement, but these 
alternations do not consist of obvious deterioration or ver- 
balized identification with the “insane.” Rather, insti- 
tutionalization consists of an acceptance of the status of 
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mental patients, and this acceptance is reflected à h 
symptomatic behavior both inside and outside the hospital 
but not necessarily in patients’ self- 


treatment of the patient, 
the loss of extra-institutional ro 


wrought in one’s life by entry 


patient” (Lamy 1966; Steadman and Cocozza 1974:135; 
Dinitz et al. 1961; 


Greenly 1972: Honigfeld and Gillis 
1967). 


It thus appears that the results reviewed above, as well as 
those of Braginsky et al., 


gueness of 
has apparently led several r 


clusions ab 


> includin 
have apparently failed to dem 


self-c 


& a bicultural comparison, 
onstrate the changes in in- 
oncepts that would be pre- 
Biche Empirical Studies that have 
1 cttects of long-term confinement 
have generally ignored Changes in self-concept as an index 
of institutionalization. They have instead Operationalized 
poner of institutionalization. For 
e 4 egins his article 1962) with a 
synopsis of Goffman’s theory, he quickly chine ed a more 
nstitutionalization, He states ex- 
aye Consists of changes in atti- 
v yas indices of institutionalization 
5 charge nur i 

of observable behaviors, e.g., $ pe, that consisted 


Socially embarrassing 
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behavior and social withdrawal. Wing’s general defini- 
tion of institutionalization was also behavioral. He de- 
fined institutionalization as ‘‘an apathetic attitude toward 
leaving the hospital.” Such a definition obviated the prob- 
lem of defining and measuring “self-concept” and con- 
sequently allowed Wing to conclude that the symptoms of 
institutionalization increased with length of stay. 

The approach taken by Shiloh (1971) is similar. Like 
Wing, he begins his article with a very positive review of 
Goffman’s theory but then (implicitly) shifts to a more be- 
havioral definition of institutionalization. If a patient ex- 
Pressed no desire to leave the hospital, he was considered 
institutionalized. Shiloh’s results suggest, however, that in- 
Stitutionalized patients have undergone a certain type of 
Conversion. For example, in contrast to noninstitution- 
alized patients, they accepted locked wards for new 
Patients as desirable, they spoke more favorably about 
the hospital, and they stressed the recreational and cus- 
todial aspects of the hospital rather than its rehabilita- 
tive aspects. The institutionalized patients could also better 
describe what a ‘‘good patient’ was like than what a good 
nurse or doctor was like. Their good patient, of course, was 
One who adjusted to hospital life and made no trouble. 
From these results Shiloh concluded that, on the whole, 
institutionalized patients viewed the hospital not as a hospi- 
tal but rather as an ‘‘old-folks home.” These patients’ con- 
Version, then, consisted more of an acceptance of hospital 
life and of themselves as inmates rather than in coming to 
believe that they were mentally ill. Like Wing, Shiloh thus 
shifted his emphasis away from a concern with true conver- 
sion (i.e., accepting the institution’s definition of one’s self) 

_ to a more behavioral and operational conception of in- 


Stitutionalization. 
Other researchers 
(1959), for example, 


of behavioral symptoms ‘©. pate : 
the institutionalization of mental patients 


He argues that 

derives from the tendency of all human beings to adjust to 

adverse circumstances In the most secure and comfortable 
Je. Miller (1961) similarly focuses on the behav- 


way possib i Sitters ae! 
ed P ymptoms of institutionalization. Although he uses 


have taken a similar approach. Barton 
describes institutionalization in terms 
oms (e.g., posture, gait, withdrawal). 
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clinical labels in describing the modes of institutionaliza- 
tion, he argues that these modes occur independently of 
diagnostic categories. In their discussion of ‘‘chronicity, 

Sommer and Whitney (1961) also stress the behavioral man- 
ifestations of institutionalization (e.g., passivity, depen- 


dence, blind acceptance of authority). They define the 
chronic patient as one w 


hospital that he 
Chronic patients 
schizophrenics, 
have stabilized, 


Since they tend to view institutionalization as an adjust- 


studies are all consistent with 
hospital as a nonmedical ‘‘re- 

© have few options in the outside world 
(1969), and they are also Consistent with Goffman’s initial 


Opportunistic” adjustment made by 
most inmates (1961:61-66) but not wi i 


Cts of long-ter: 
focused on beh: 


however, that the self- ental patients do not 
ill, it Patients may not state 

ls It seems Teasonable to assume 
that people will feel differently about themselves when they 
move from an active role in Society to the role of a chronic 
mental patient. 


It is interesting to hat data on nonhospitalized 
schizophrenics in Pu Rico support this inference. 
Rogler and Hollingshead fou hat all but one of their 


c 
le denied th aa f 
sample deni ey were mentally ij]: h are 
viduals tended to suspect that they ae these indie 
mentally ill, and they admitted to ee 


note t 
erto 


rols (1965:2271 
search h (1965:221 25). 


. as fail 
the proposed changes in self-conce ed to demonstrate 
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the utility of ‘‘self-concept’’ as a research tool. Although 
studies of self-concept have certainly contributed to our 
understanding of psychology generally, they may be less 
useful in the study of mental patients. To be sure, it is 
difficult to define what anybody “‘really”” thinks of himself, 
because people’s feelings about themselves change with 
context. But most people show some consistency in their 
responses, and it thus can be worthwhile to explore how 
they talk about themselves or respond to paper-and-pencil 
tests concerning themselves. Mental patients, however, are 
in a special situation. They know that their subjective feel- 
ings are under constant scrutiny, and they know that this 
scrutiny helps determine their fate. It is thus not surprising 
that mental patients modulate their behavior on tests and 
interviews depending on what they perceive to be the pur- 
pose of the test (Braginsky et al. 1966; Fontana and Klein 
1968). They have experienced this type of probing before, 
and have seen its effects. Given the mental patient’s special 
situation, it may not be a meaningful question to ask what 
he “really” thinks of himself. His responses will not neces- 
sarily match his actual feelings at the moment, and, in any 
Case, both feelings and responses will tend to vary with 
Context. At times the patient may feel good about himself; 
at other times, bad. Some may suspect at times that they 
are insane and yet not admit these suspicions. At other 
times things may be going well, and they consequently feel 
very healthy; even so, they may still fear leaving the safety 
of the hospital and, as a result, do poorly during a staff 
evaluation. Patients, like anyone else, are also capable of 
deceiving themselves. They may inwardly suspect they are 
Insane yet ward off confrontation with these feelings by 
rationalizing their presence in the hospital and denying that 
they are mentally ill. 

It thus appears that it is difficult to define exactly what a 
patient thinks of his condition at any one time, and it may 
be that this is not an empirically useful question. In view of 
these considerations, it is understandable that so many 
studies of institutionalization have focused on behavioral 
Manifestations rather than on hypothetical changes in self- 


concept. 


The fact that empirical studies of mental patients have 
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consistently failed to rev 
self-concept suggests that 
emphasizes such cha 


5 ory and shifted to more behavioral con- 
cepts. This seems ore appropriate to the empirical study 0. 
Institutionalization, 


dn the other hand, the conversion approach has made a 
major impact on the Study of institutions, and it is sig- 
nificant that the two empirical studies reviewed in detail 
above (Wing 1962; Shiloh 1971) began with very positive 
reviews of Goffman (1961). It is evident that Goffman’s 
approach has been à Powerful force in sensitizing Te- 
Searchers to the Phenomenon of institutionalization. 
Perhaps Goffman’s ~“Quasi-phenomenological’' approach 
was Necessary for this task; perhaps it is necessary that the 
{eel what it’s like to be a mental 
be sensitized. After the reader is sen- 
hen proceed ts develop concepts and strat- 


ERIO e more usefy in w dy of 
institutionalization. the empirical stu y 


do not allow specific 
na Nees in the proc- 

ike man and American hos- 
pitals. I would, however, like to o er some Em overall 
impressions at this Juncture, eo 


i Ne era rdi = 
servations, the nstitutionalization oe to my personal ob 
to occur through the sam 


. f e Process in 
America: patients are ina t 

7 a l 3 a 
cooperative, compliant adjustment to ho ewarded for 
simultaneous rewards fo 
behaviors and without su 


ful options in the outside world. hinen of meaning- 


rocess has gained 
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oe recognition in America and, to some degree, in 
at oe! and it is largely because it has been recognized 

lat experimental rehabilitation programs have been in- 
stituted and that attempts are being made to transfer pa- 
ino to outpatient care and halfway houses (Gottesfeld 
3 Although the same basic process apparently underlies 
Institutionalization in the two countries, there are important 
differences. As we saw in chapter 2, German patients pos- 
sess more biological conceptions of illness and stronger 
extra-institutional definitions of self. They may thus be bet- 
ter insulated against the hospital’s view and treatment of 
them. On the other hand, the Germans may be less aware 
of how conformity and impression management can in- 
uence staff decisions, and, being less aware, they may 
make fewer efforts to influence these decisions by modulat- 
ing their own behavior. In contrast, American patients may 
be more aware of the possibilities of impression manage- 
ment, but, consequently, they may also be more likely to 
Overcompensate, to become unctuous in their efforts to at- 
tract staff attention, or to use impression management 1n 


Order to remain in the hospital (Braginsky et al. 1969). 
may recognize the 


_ Alternatively, the American patient ma 
Institutional requirements and the “game” he must play to 


get out, but the recognition itself can cause such anger and 
t the institution, thus ensur- 


frustration that he rebels agains $ Shere 
ing his continued confinement and possibly launching him 
S a deviant career as a chronic troublemaker (Goffman 
961:62). E ; 
The ma Y of the German patient, therefore, is not 
necessarily superior tO that of the American patient. 
Rather, the German patient faces a different problem: if he 
; irectly, or if he otherwise 


learns his diagnosis, directly or ind c 
DEI ER that he is geisteskrank (insane), then, by 


nceptions, there is no real hope of cure. 
iis waca on the other hand, agrees with his 
staff that there is always hope. With personal effort and the 
Proper guidance he can be cured. This assumption, which 
puts a tremendous responsibility on the patient, frequently 
involves moral condemnation by the staff and consequent 
guilt on the part of the patient. The possibility of cure (like 
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BRE two- 
the possibility of social mobility in America) is mo Sa the 
sided coin. On the one side it allows for hope, u Hono 
other side it condemns failure. It is due to this Pone A 
personal responsibility and willpower that the Am 


A culiar 
patient, more than the German patient, faces a pe 
dilemma. If he acce 


ap imself 
Pts the institutional definition of cee 
as mentally ill, it may become increasingly difficult a ston 
tain (or reconstruct) healthy extra-institutional de ue “en 
of self. If he does not accept the institution’s pec ia 
him, and indeed rebels against it, his rebellious ba 
itself may become his Symptom and ensure his contin 
confinement. f 


Conclusion 


t 
-term confinement, bu 


. 39 in 
il ‘on with the “insane.” Rather, 0 
Stitutionalization Consists of an acceptance of the status 
“mental patient,” and this ac 


> including sym 


Ptomatology, the hospi- 
treatment of the 


view an Patient, and the loss Z 
extra-institutional Toles (Strauss and Carpenter 1972: 

asamanick et al, 1967; Davis et al. 1972). In the next chap- 
ter we shall examine another tenet of the social-role camp: 
that Psychiatric diagnose 


s é 
S are somewhat arbitrary and ar 
used as a means of social control 


4 Clinical Universalism: 
Some Problems 
and Questions 


A In the preceding chapters we have examined 
evidence that supported a social-role approach to mental 
disorders. We saw that mental-health professionals in 
Germany and America share certain conceptions of mental 
illness with their publics. We also saw that mental patients 
in both countries hold views similar to their publics and 
their professionals. These same basic assumptions and 
conceptions were reflected in the patients’ statements con- 
cerning symptomatology and coping behavior within the 
hospital. In chapter 3 it was argued that long-term confine- 
ment in mental hospitals tends to produce chronicity but 
that this ‘‘institutional syndrome” consists more in pa- 
tients’ becoming apathetic about leaving than in coming to 


belie ally mentally ill. 
ve that they are really the major tenets of the school 


It is time now to examine se elih winiver 
that opposes the social-role approac d e A BIEL 
salism. The argument here 1S not intended as a refutation or 
a defense of either the social-role approach or clinical uni- 
versalism. Rather it seeks to demonstrate that, although the 
universalist argument possesses Some Sg Sake the iink 
plications and tone of the argument eats extremely rhis: 
leading. In the first part of this chapter I will argue that the 
signs and symptoms of mental disorders are much less ob- 
jectively verifiable and much more ambiguous than is im- 
plied by the universalists. In the second part I will contend 
that psychiatric labels can be somewhat arbitrary, that they 
do imply certain treatments, and that some of these treat- 
ments can be deleterious to the patient’s welfare. I will not 
attempt to do justice to the full scope and variation within 
aici seh Instead, the emphasis will be on analyzing 
some fallacies and implicit assumptions that have given rise 
to misunderstandings and have plagued the debate between 
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the two schools. The evidence adduced below in support of 
the social-role approach consists primarily of empirical re- 
search published in psychiatric journals. As we shall see, 
many top research psychiatrists now recognize the need for 
a modification of the present clinical approach (Carpenter 
et al. 1977; Engel 1977; Strauss et al., 1977). 

In contrast to the social-role approach, clinical univer- 
salism asserts that, except for superficial variation in con- 
tent, psychiatric disorders are fundamentally the same 
throughout the world. E. B. Forster, a psychiatrist with 
considerable experience in Ghana, summarizes this view: 


Psychiatric syndromes or reactions, by and large, are similar 
in all races throughout the world. The mental reactions seen 
in our African patients can be diagnosed according to West- 
ern textbook standards. The basic illness and reaction types 
are the same. Environmental, Constitutional and tribal cul- 
tural background merely modify the symptom constellation. 
Basically, the disorders of thinking, feeling, willing and know- 
ing are the same (1962:35). 


The transcultural psychiatrist Alexander Leighton offers 


a similar, if more amusing, testimony from his interviews 
with native healers in Nigeria: 


you see him now and thought he was in Abeokuta” 


RE which 
about thirty miles away), “he thought I was his =m aid he 
thought God was speaking to him from the clouds. Now | 


E. L. Margetts, also a psychiatrist 
cultural experience, states the univers 
more positively: 


with broad cross- 
alist position even 
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The more I listen to the discussion of transcultural psychia- 
try, the more I am coming to believe that perhaps there is no 
such thing ... [we have not] learned a great deal about it 
since the time of Kraepelin. As far as I am concerned, psy- 
chiatry is the same all around the world: the signs and 
symptoms of mental diseases are the same, the diagnoses are 
the same and there is probably just as much possession syn- 
drome in England as there is in equatorial Africa (Ciba Foun- 
dation Symposium 1965:24). 


Not all critics of the social-role approach possess a clini- 
cal background. In a recent critique of Scheff s labeling 
theory (1966) of mental disorders, the sociologist Walter 
Gove asserted that a majority of relevant empirical studies 
support the medical approach rather than the social-role 
approach to mental disorders (1975b). Although Gove ad- 
mits that mental institutions have produced a great deal of 
“‘secondary deviance,” he believes that the medical model 
best explains what ‘‘typically happens” (Gove 1975b:245; 
Gove and Howell 1974:80). Similarly, in response to 
Rosenhan’s charge (1973) that the sane cannot be reliably 
distinguished from the insane, critics from various spe- 
cialties rebutted that psychiatric illnesses are indeed valid 
scientific taxa that can be diagnosed reliably (Spitzer 1975; 
Millon 1975; Weiner 1975; Kety 1974). 

In a recent paper, the anthropologist Jane Murphy re- 
affirmed this position and suggested that Western psychi- 
atric labels are valid transculturally (1976:1019): 


These cross-cultural investigations suggest that relativism has 


been exaggerated by labeling theorists and that in widely dif- 
ferent cultural and environmental situations sanity appears to 
be distinguishable from insanity by cues that are very similar 
to those used in the Western world. 


In fact, since the time of Ruth Benedict’s early work 
(1934), a great deal of cross-cultural evidence has accumu- 
lated that tends to support the central thesis of clinical 
universalism: the major psychoses do seem to be found uni- 
versally. To be sure, cultural conditioning appears to cause 
considerable variation in the content of symptoms (Yap 
1951; Schooler and Caudill 1964) and may even cause sub- 
stantial variation in the frequency of different disorders, 
although there is some controversy on this latter point 
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(Eaton and Weil 1953: Draguns and Phillips 1972; Murphy 
1976). This variation notwithstanding, it appears that con- 
ditions resembling our categories of ‘schizophrenia’ and 
“affective psychoses” are recognized and considered aber- 
rant in every society (Yap 1965; Lambo 1965; Edgerton 


1966; Eaton and Weil 1953: Kiev 1972). I thus do not seek 
to refute this funda: 


Rather, in this part 


a means of social control. 


The Unreliability of Diagnosis 


F - nts that 
year in the United States. The p ysicians Sia ee n 
judgments come from different traini ake suc 


i A raining back 
often subscribe to very different theories of ies 


Furthermore, they are frequently Overburde i 

ree : i ne 
loads and administrative duties. It is in ETE ake 
these that a *“‘presumption of illness” may occur, i.e., those 


69 Clinical Universalism: Some Problems and Questions 


inducted into the psychiatric system are presumed ill. This 
Is a contention, of course, of several advocates of the 
social-role approach (Scheff 1966; Rosenhan 1973). 
Definitive empirical studies of this problem have yet to 
be done, so it is impossible at this point to know for certain 
how much ‘‘presumption of illness” does occur in Ameri- 
can hospitals. Lacking such studies, we shall turn to some 
cross-national investigations of diagnosis that bear directly 
on this question. 
_ Recent cross-national studies have demonstrated con- 
sistent differences in diagnostic tendencies (Katz et al. 
1969; Rawnsley 1967; Cooper et al. 1969; Gurland et al. 
1969: see also note 2 to chapter 2). The most extensive 


comparisons have been made between British and Ameri- 


can psychiatrists (Kendell et al. 1971), and the results are 
any of the possible sources 


especially interesting because m 

of variation in diagnosis were controlled. Because the two 
groups possessed a common cultural and language back- 
ground and because they all viewed the same videotapes of 
Patient interviews, it was expected that cross-national vari- 
ation would be minimized. In fact, some surprising dif- 
ferences emerged. Three patterns of diagnostic agreement 
or disagreement tended to emerge (Kendell et al. 
1971:126-27). First, British and American psychiatrists 
agreed substantially in their major diagnosis of patients who 
exhibited symptoms typical of the classical stereotypes; 
agreement was poor, however, both between and within 
Countries, on the subtype of depression or schizophrenia 
involved. The second group of patients presented a mixture 
of schizophrenic and affective symptoms. A majority of 
Psychiatrists in both groups diagnosed these patients as 
Schizophrenic, but among those who gave another di- 
agnosis a significantly greater number of British psychia- 
trists (20-34 percent) diagnosed affective psychosis. A third 
group of patients caused serious disagreement. The Ameri- 
can viewers of the videotapes tended predominantly to di- 
agnose schizophrenia (69-85 percent), while the British 
shunned this category (2-7 percent). This glaring difference 
was not due merely to semantics. That is, the psychiatrists 
were not seeing the same symptoms but labeling them dif- 
ferently; rather, psychiatrists were actually perceiving dif- 
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ferent symptoms in the patients’ behavior. One patient, for 
example, was rated by 67 percent of the American psychia- 
trists as having delusions, by 63 percent as showing passiv- 
ity, and by 58 percent as showing thought disorder (Kendell 
ponding percentages for the 
t, 8 percent, and 5 percent. 

licate the findings of an earlier 
also found that psychiatrists 
r diagnosis for patients who 
k symptoms of schizophrenia 


anatomy, no etiological a 
cal anomaly. 
These authors further cau 


tion that their results have serious 


short, without a reliable taxonomy 
becomes impossible (1971:128), ‘ 
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Diagnostic Labels and Social Control 


There are other lessons to be learned from the British- 
American comparisons. First, in ambiguous cases, di- 
agnosis appears to be more of a cultural product than a 
matter of objectively identifying a syndrome. Kendell et al. 
make this point rather strongly (1971:129): 


Although ... no concept of schizophrenia can be either right 
or wrong, it does seem, at least to a European observer, that 
the diagnosis is now made so freely on the east coast of the 
United States that it is losing much of its original meaning and 
is approaching the point at which it becomes a synonym for 
functional mental illness. Seven of the eight patients in this 
study were diagnosed as schizophrenic by over two thirds of 
the American psychiatrists, although between them they pre- 
sented a variety of different symptoms and problems. Simi- 
larly, in a recent random sample of 192 patients below the age 
of 60 admitted to public mental hospitals in New York City, 
82% of those with nonorganic conditions were diagnosed as 
schizophrenic by the hospital psychiatrists. But doubtless the 
situation looks very different when seen through North Amer- 
ican eyes and any major changes in either the British or 
American concepts of schizophrenia will probably occur only 
after, and as a consequence of, therapeutic innovations or 
biochemical or physiological discoveries. Changes currently 
taking place in the American concept of mania illustrate this 
quite well. The diagnosis of mania was in danger of disappear- 
ing, at least in New York, until lithium salts were introduced 
as a specific treatment of manic illnesses. The interest 
however, caused patients who 


aroused by this new drug has, x" į 
five years ago would have been regarded as schizophrenics to 


be diagnosed now as manic depressives in order that they 

may be given lithium salts. 

A more recent study of diagnosis also tends to support 
the view that social factors greatly influence psychiatric 
labeling. Cohen et al. (1975) found that the discharge di- 
agnosis was much less serious that the intake summary In 
about 15 percent of their target population. Interviews with 
the psychiatrists responsible revealed that diagnosis had 
been changed not because of any change in symptoms but 
because of social considerations. Psychiatrists listed the 
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following reasons for changing diagnoses: (1) protecting 
adolescents; (2) prejudice of school Officials; (3) occupa- 
tional stigma; (4) social biases; (5) possibility of insurance 
companies’ using information. The patients most likely to 
be protected in this way were employed males. The house- 
wife category was the least represented in the protected 
group (particularly black women). Presumably, this bias 
reflects the psychiatrists’ greater desire to protect working 
males from social stigma and job discrimination. Cohen and 
his associates concluded that social factors are frequently 
crucial determinants of diagnosis and thus of patients’ 
careers. They also point out that their data raise serious 
questions as to the validity of diagnostic statistics around 
the country (1975:427), Apparently, both cross-national and 
intracultural studies of diagnosis tend to support the social- 

ric labels are, in part, a cultural 
somewhat arbitrary! 


(1960). 

There is some evidence to sy Ne ys i 
authors have noted that state mental hosts ease 
tend to serve the same Populations as the old almshouses of 
the nineteenth century (Stearns and Ullman 1949: Miller 
1965, 1967; Braginsky et al. 1969), Stearns and Ullman’s 
investigation of one such institution over a period of 
ninety-four years revealed that the inmates had hae need 
much—only society’s label for them had (1949) Benne 
they were merely helpless and Poor; now they had none 
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mental patients. In the nineteenth century the inmates were 
largely jobless, homeless, indigent people with no real ties 
or opportunities in the outside world. On examining the 
contemporary patient population, the authors concluded 
that most of the patients were there for the same reasons: 
they were neither acutely nor chronically psychotic, but 
they lacked family, friends, and the skills and connections 
that would enable them to cope in the outside world. 

A large follow-up study of former mental patients in 
California yielded similar results. Miller (1967) found that 
85 percent of her sample stemmed from the lower classes. 
Only 48 percent were married, compared to the California 
average of 85 percent. They had few family connections, 
liitle education, and generally were ‘important to nobody.” 
In five years, 71 percent of the sample had been readmitted 
to the hospital. These people simply had nowhere else to 
go. 
_In their study of social class and mental illness, Hol- 
lingshead and Redlich (1958) reported similar findings. 
They found that the lower classes in America show a much 
higher prevalence of mental illness than the upper classes. 
But when ‘‘prevalence’’ was broken down into its compo- 
nent parts, it was found that, while the incidence of new 
cases of psychosis was 43 percent higher in the lower class 
than in the upper, the tendency to remain in mental hospi- 
tals was 380 percent higher in the lower classes. Unless one 
claims that, because of some unknown biological cause, the 
diseases of the lower classes differ in their development 
from those of the upper classes, this difference between 
initial incidence and tendency to remain in the hospital can 
be explained in terms of the inferior treatment the lower 
classes receive, their lack of legal and financial resources, 
and their lack of options in the outside world. In the same 
vein, Braginsky et al. (1969) proposed that many such pa- 
tients manipulate their behavior in order to remain in the 
hospital. Although there Is controversy over the percentage 
of patients who do this (Price 1973), authors tend to agree 
that for some patients, at least, the hospital represents a 
“last resort’; they simply have nowhere else to g0 

1. 1969; Shiloh 1971; Miller 1965, 1967). 


insky et 4 : j 
Mae of Baxstrom patients mentioned in chapter 1 
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also supports this view of mental hospitals. Steadman and 
Cocozza found that social support was crucial in determin- 
ing whether these patients (diagnosed as criminally insane) 
would be released to the community (1974:135): 


In examining the relative effects of these variables, it was 
found that the single most important factor for the release of 
these patients was the presence of an interested family in the 
community. This finding is very similar to Greenley’s (1972) 
that family desires are closely related to the timing of release. 
It is also the strongest example encountered in our work of 
the importance of social factors for understanding what hap- 
pens to mental patients, an issue we raised in Chapter 1. 


More important for their release than how well they were _ 
mentally, how well they were adjusting within the civil hospi- 
tal or any other consideration, including those related to their 
dangerousness, was whether there was an interested family. 
Feldman, in evaluatin 
(1974:25), flatl 


Percent of the total. Talbott (1974) 
found that 60 percent of admissions to the Meyer- 
Manhattan Psychia: New York were 
readmissions. In evaluati 


i : nsi ith the 
general American emphasis on self-re]; stent with 
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ronment in order to succeed on their own; if they do not, 
they are considered failures and are scorned. Such a 
value orientation seems very consistent indeed with the 
argument of the social-role theorists outlined above: Amer- 
ica, unable to face squarely the results of its extreme 
emphasis on self-reliance, may induct many of its dis- 
advantaged persons into the state-supported mental-health 
system. Here, at least, they receive food, clothing, and 
shelter. 

Although I have no specific data on the subject, I would 
suspect that Germany is less “socially darwinistic’’ than 
America. The Germans seem to be more socialistic in their 
policies, and they possess national health insurance. 
Coupled with a higher rate of employment (particularly for 
unskilled workers), these conditions may tend to minimize 
the number of people who are in the “rootless and help- 
less” category; that is, if familial roles remain stronger in 
Germany and economic conditions are better, fewer people 
are left without family ties and jobs. For these reasons, I 
suspect that mental hospitals function less in Germany as 
dumping grounds for societal rejects, and I believe that 
patients and staff in that country show an awareness of this 
by viewing the hospital as a “hospital.” The hospital may 
not function as much as a last resort for the helpless in 
Germany because Germany has fewer people who are root- 
less and helpless. If this is true, it must influence the way 
patients are treated and, consequently, their symptoma- 
tology. Consistent with this hypothesis are the results of 
chapter 2, which indicated that German patients tend to 
maintain better extra-institutional definitions of self. 

There is some evidence to support these inferences. 
Taube and Redick (1973); for example, argue that re- 
habilitation efforts in America are hampered by the fact that 
the United States is not a full-employment society. Former 
mental patients have great difficulty competing for jobs in 
conditions of labor surplus. In contrast, countries with 
labor shortages (e.g-, the U.S.S.R.) tend to have very suc- 
cessful rehabilitation programs. Aviram and Segal (1973) 
have shown that American attempts to close mental hospi- 
tals and treat patients in the community have often resulted 
in the patients’ becoming even more isolated and ghetto- 
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ized. “Nice”? people do not want halfway houses and 
outreach centers in their neighborhoods, and former pa- 
tients are frequently forced to live in isolated and depress- 
ing conditions. Such conditions, of course, contribute to a 
high rate of recidivism, i.e., the hospital becomes a revolv- 
ing door, as noted above (Talbott 1974; Feldman 1974; 
Greenblatt 1974; National Institute of Mental Health 1971). 
Similarly, competition and rivalry among various agencies 
hinder effective coordination and delivery of health care in 
America. In Europe, national health plans allow ‘“‘sectori- 
zation,” in which a variety of coordinated mental-health 
programs become available to ail people in a given geo- 
graphic area (Gittelman 1974), 


he American mental-health system 
Support from the cross-national 
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communicate with each other, and may well actively mislead 
one another. 


For a certain percentage of patients, there is thus little 
agreement on whether they are psychotic or not. The pa- 
tients in this third group, then, may represent the popula- 
tion discussed by social-role authors, i.e., the people who 
have ‘‘problems’’ and who present a problem to society but 
who are neither psychotic nor neurotic in any objectively 
Verifiable sense. The results of the British-American com- 
parisons suggest that there may be many such people in 
American institutions who are routinely labeled ‘‘schizo- 
phrenic.” Two questions arise: (1) What percentage of 
patients enter or remain in the American mental-health sys- 
tem primarily because of problems in living? (2) Should 
these people even be “patients” in psychiatric facilities? 
These questions, of course, are subject to further empirical 
Investigation, but, as noted above, some evidence suggests 
that the percentage is considerable and that alternatives to 
Psychiatric treatment should be sought (Fotrell and 
Majumder 1975; Talbott 1974; Feldman 1974; Braginsky et 


al. 1969), . 

In a now classic work, Parsons (1951) predicted that, 
increasingly, medical definitions in America would be ex- 
panded to include various types of deviance. What was 
formerly considered criminal, reprehensible, or merely a 
nuisance would become «medical problems” and would 
therefore be subject to social control through medical inter- 
vention. Examples of this process would include drug and 
alcohol use (Szasz 1975), homosexuality (recently ‘‘de- 
classified’), and old age. Formerly, these phenomena were 
‘‘deviant,”” but they were not considered psychiatric prob- 
lems. Now, as a result of the expansion of definitions, these 
people “have” psychiatric problems. Indeed, an official of 
a large state mental hospital told the present author that 
about 30 percent of their inpatient population were really 
geriatric cases. There was just ‘no other place to put 
nem, n this section thus suggests the 


The evidence examined i s { 
following. First, social-role theorists are correct in assert- 


ing that psychiatric diagnoses can be quite arbitrary and 
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that they can function as a means of social control. Second, 
the central tenet of clinical universalism is also correct: 
there are people who would probably be diagnosed trans- 
culturally as psychotic. These are the people who exhibit 
classic textbook symptoms, and it seems logical to assume 
that it is this population upon which the clinical-universalist 
argument rests. Third, it appears that there are also people 
who are diagnosed as schizophrenic in America who would 
not be diagnosed transcult 
g” who present a problem to 
nction to induct these people 


ng group? and (2) Is it possible 
i Sms group suffers from their treat- 
ment in psychiatric facilities? To answer the latter question 
ection. 
Effects of Labeling and Treatment 

Although the ar: 
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guments of 
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1976:1025): 8 passage (Murphy 
If one defines intolerance of mental 


` 2 illness as ti n- 
finement, restraint, or exclusion from thec bmn ea die T 
ing people to confine or exclude themselves), there does not 
appear to be a great deal of difference b ; 


etween Western and 
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non-Western groups in intolerance of the mentally ill. Fur- 
thermore, there seems to be little that is distinctively cultural 
in the attitudes and actions directed toward the mentally ill, 
except in such matters as that an abandoned anthill could not 
be used as an asylum in the arctic or a barred igloo in the 
tropics. There is apparently a common range of possible re- 
sponses to the mentally ill person, and the portion of the 
range brought to bear regarding a particular person is de- 
termined more by the nature of his behavior than by a pre- 
existing cultural set to respond in a uniform way to whatever 


is labeled mental illness. 


There is, of course, some validity in these remarks. Some 


symptoms probably do elicit similar reactions throughout 


the world: the physically dangerous are restrained and the 
ludicrous are ridiculed. This type of generalization, how- 
ever, implies a universality of symptoms and treatment 
that, as we have seen, does not exist. Although the exact 
Percentage is uncertain, the evidence examined above 
suggested that a sizable proportion of American “*schizo- 
phrenics’’ would not be so labeled in Britain (or in Europe, 
for that matter). This pattern may be changing, however, 
because the popularity of lithium salts as an antipsychotic 
medication has increased the popularity of affective dis- 
order as a diagnosis (Kendell et al. 1971: 129). Furthermore, 
there seems to be one group of ‘schizophrenic’? American 
Patients who would not even be diagnosed as psychotic 
(Kendell et al. 1971:127). This diagnostic variation is not 
merely semantic. It has grave implications for the patient, 
for different diagnoses tend to imply different treatments. 
Patients diagnosed as psychotic are generally treated quite 
differently from those who are not. For example, patients 
diagnosed as psychotic are more frequently (1) hos- 
Pitalized, (2) involuntarily committed, (3) held not legally 
responsible, (4) given major tranquilizers or lithium salts, 
and (5) treated with shock. Thus, in implying a universality 
of symptoms and treatment that does not exist, clinical uni- 
versalists tend to obfuscate major legal, moral, and scien- 
tific problems. They imply that the attack on institutional 
psychiatry by social-role theorists is unjustified because 
symptoms and societies’ reactions to symptoms are univer- 
sal (Murphy 1976:1025). 
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Phillipe Pinel (1745~ 
been the first to experiment 
ntal patients (1962). He introduced more 

humane treatment methods at the Bicêtre and the Salpê- 
trière in Paris and noticed a marked improvement in the 
i ients. moral” treatment — 
om one of confinement, Torea a 

one of Psychological and mi y 

therapy. Methods of moral treatment were subsequently 
undertaken in England with even more pronounced results 


(Tuke 1813; Conolly 1856). In Spite of its success, moral 
treatment Was a 


ras almost completely abandoned toward he 
end of the nineteenth Century. The return to more physica 
eive me S was accompanied by a return ta 
therapeutic nihilism, In 1893 the German psychiatrist Emi 
Kraepelin Published is classic textbook of psychiatry, 
which argued that c ain mental illnesses, including de- 
mentia praecox now ¢ e Schizophrenia), were chronic 
and degenerative Taepelin 1902), Patients with these dis- 
eases were doomed to inevitable deterioration; the envi- 
ronment could have © effect on their symptomatology. 
Around the turn of the entury, another German psychia- 
trist, Eugen Bleuler, repudiate he nihilism of Kraepelin. 
In his classic work on sc iZophrenia Bleuler argued that 
schizophrenic Symptomatojo, as i laree ineasiire des 
termined by €nvironmenta| Events (Bleuler 1950.349), 
Almost the totality of the heret, ; S 
ogy of dementia praecox is ą secon ascribed io a 
accidental one. Therefore, the disease fh ert on 
less for a long time. Whether articulan emain Ipo 
phrenic is able to work Peaceful] oday jsi $ ed oe 
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smears himself—that is, the nature of the symptoms— 
depends mainly on past or present events and not directly on 
the disease. Some affectively charged experience releases a 
hallucinatory agitated state. A transfer to another hospital 
Ped bring about the disappearance of the same hallucina- 
ions. 


Studies since Bleuler’s time have consistently supported 
his thesis. Unlocked wards and the replacement of harsh 
physical methods with psychological-milieu methods of 
treatment tended to reduce both overt symptomatology and 
deterioration in inpatient populations Jones 1953; Bell 
1955; Rees and Glatt 1955). 

More recently, researchers have concentrated on de- 
scribing specific aspects of the hospital environment that 
tend to produce chronicity. Although their emphases vary, 
researchers generally agree that prolonged confinement in 
mental hospitals tends to produce an “institutional syn- 
drome.” As we saw in chapter 3, this syndrome consists of 
generalized apathy, lack of initiative, indifference toward 
discharge, occasional aggressive outbursts, deterioration of 
personal habits, and resignation. These symptoms become 
confused with the symptoms of the disorder, and a research- 


er can really disentangle them only when the institutional 
sult of intensive rehabilitation 


symptoms clear up as a re é 
(Wing 1962; fates 1959; Miller 1961; Sommer and Witney 
1961; Martin 1955). oe agen = 
Some authors argue that institutionalization consists ot 
actually convincing the patient he is mentally ill; in so con- 
vincing the patient the hospital inducts him into a sick role, 
which ensures a good adjustment on the inside but virtually 
precludes a readjustment to life on the outside (Goffman 
1961; Zusman 1973). Although, as noted in-chapter 3, there 
5 whether most mental patients actually 
do come to believe they are mentally ill (Braginsky et al. 
1969; Price, 1973), students of institutionalization generally 
agree that the syndrome consists of the symptoms cited 
above and that both patient susceptibility and the in- 
stitutional environment contribute to this syndrome. _ 
Empirical results have consistently supported this view. 
‘es have related poor prognosis (i.e., re- 


umerous studies : or prog 1 
Mspitalization or continued hospitalization) to marital 


is disagreement on 
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schizophrenic patients overlapped with other diagnoses 
(i.e. , the other areas of outcome dysfunction were relatively 
independent of diagnosis). This was true even when Kurt 
Schneider’s narrow criteria for schizophrenia (widely used 
in Germany) were utilized to classify patients. The authors 
concluded that their findings (1972:745) challenge the utility 
of outcome as a validating criterion for the concept of 
schizophrenia or as a criterion used to differentiate schizo- 
phrenia from patients hospitalized with other severe func- 
tional mental disorders. In sum, the findings challenge the 
notion that schizophrenia (or any diagnosis) has a predict- 
able outcome. Instead, outcome seemed to be determined 
by an interaction of the four areas of dysfunction: work, 
symptoms, social relations, and length of hospitalization. 

In addition to the damaging effects of institutionalization, 
there is mounting evidence that anti-psychotic medications 
may have serious side effects. A recent report in the Ameri- 
can Journal of Psychiatry points up some alarming facts 
(Carpenter et al. 1977). First, administration of neurolep- 
tics (major tranquilizers) is automatic and immediate for 
Most patients. Treatment with these drugs often precedes 
and even precludes a diagnostic evaluation. Millions of pa- 
tients receive neuroleptics as the only important component 
of their treatment. Second, recent studies indicate that 
these drugs may have serious negative effects for some pa- 
tients. Many patients should at least have the benefit of an 
adequate trial without drugs, but most patients do not get 
such a trial (Davis 1975; Gardos and Cole 1976). From 
previous studies and their own results, Carpenter et al. 
conclude the following (1977:19): 


In any case, in an illness with so many paradoxes, we raise 
the possibility that antipsychotic medication may make some 
schizophrenic patients more vulnerable to future relapse than 
would be the case in the natural course of their illness. Thus, 
as with tardive dyskinesia, we may have a situation where 
neuroleptics increase the risk for subsequent illness but must 
be maintained to prevent this risk from becoming manifest. 
Insofar as the psychotic break contains potential for helping 
the patient alter pathological conflicts within himself and 
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establish a more adaptive equilibrium with his environment, 

our present-day practice of immediate and massive phar- r 
macological intervention may be exacting a price in terms 0 

producing “recovered” patients with greater rigidity of 


character structure who are less able to cope with subsequent 
life stresses. 


All this suggests that labels and their ensuing treatments 
can markedly influence outcome, particularly when the 
treatment includes hospitalization and drugs. The labels 
“‘schizophrenia’’ and “institutional syndrome” clearly 
imply different treatments, and whether this treatment con- 


sists of incarceration in a custodial institution or home care 
supervised by a public 
patient’s prognosis. Co 
universalists, then, 

“universal”? and the 
substantially, and th 


> 


jO c 3) have recently disputed this claim, 
citing evidence from a study of 429 patients from a Wash- 
ington state hospital. F i 
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stigma. We only know that a majority of particular patients, 
from this particular geographic region, reported positive 
rather than negative effects of their hospitalization. In 
interpreting Gove and Fain’s results, we should also re- 
member that the interviews they report were part of a very 
large pilot study of a progressive new treatment program in 
a state hospital. It is quite possible that the interviewers 
were seen by patients as representative of the hospital sys- 
tem (and perhaps even of the program) and were thus not 
considered a proper audience for complaints about hos- 
pitalization. More importantly, Gove and Fain tell us virtu- 
ally nothing about the actual situations of these patients. 
What were their social, economic, and employment oppor- 
tunities before and after hospitalization? What did their 
employers and acquaintances think about their hospitaliza- 
tion? Answers to these questions would certainly help tie 
the authors’ data to more general statements about stigma. 
As it stands, we cannot conclude that people generally act 
in “humane” ways toward mental patients. Indeed, there is 

considerable evidence to the contrary. > 
The first line of such evidence concerns the closing of 
mental hospitals. Greenblatt (1974) cites resistance from the 
imary force operating against the 


i rimar 
community AR 2h itals. Middle-class people do not 


hasing-out of mental hosp! TA : : i 
le iene release of ‘unattractive’ patients into their 


i act violently against plans for halfway 
o rene centers in their neighborhoods. In 
their study of the exclusion of the mentally ill, Aviram and 
Segal (1973) cite numerous examples of intense community 
rejection of such facilities. In fact, they argue that eco- 
nomic reasons alone cannot explain the ghettoization of the 
mentally ill, many of whom move to slum areas because 
their efforts to live in other neighborhoods are blocked 
(Aviram and Segal 1973:129): 


ase a man wanted to buy a house for his fam- 
. ur expatients and was threatened by other people in 
a and ‘aborhood- He gave up the idea and said: “‘I know I 
e aed to live there but that is not the issue. My wife and 
as that’s what's most important” (The Vista Press, Dec. 1, 
; 


1971). 


In one such c 
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The authors conclude from their study that a 
establishment of alternative-care facilities in communi 


mentally ill and, if SO, whether th 
civil mental hospitals, Rathe 
at tremendous expense, the St À 
967 “criminally insane” patients to civil hospitals. This 
caused “‘extreme anxiety i 


v of the convictions were for 
minor nuisances, such as public į 


Intoxication, disorderly 
conduct, or vagrancy. In Only 2 of the 9g Cases was there a 
conviction for a “violent” crime (mame 
and robbery). y 

It must be emphasized that these 967 Patients had been 
judged “criminally insane” and for years were consistently 
denied discharge because they were considered “extremely 
dangerous.” Steadman and Cocozza therefore concluded 


ly, grand larceny 
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that the popular image of the mentally ill as dangerous is 
very seriously distorted and that society’s treatment of the 
“criminally insane’’ is unwarranted and unjust. 

There is also some experimental evidence that stigma 
attaches to psychiatric labels and facilities. Rosenhan 
(1973) had students ask for directions in a medical school: 
half the time they were to ask for the psychiatric ward, and 
half the time for the department of internal medicine. The 
reactions to the two inquiries were markedly different. In 
the first case, many of those questioned averted their eyes, 
barely answered, and continued walking. In the second 
case, most of the respondents were extremely helpful. 
These data, though certainly not conclusive, definitely 
Suggest that real people in real situations react in a preju- 
diced way toward psychiatric labels. : 

To study the effects and the amount of stigma against 
former mental patients, we need more empirical work in 
real situations rather than more interviews or paper-and- 
Pencil tests. For example, one might wonder why, if no 
discrimination is planned, so many personnel departments 
have questions concerning psychiatric treatment on their 
application forms.Moreover, one might ask why, if no dis- 
Crimination exists, people go to such lengths to conceal 
Psychiatric histories. (Why, for example, is Alcoholics 
Anonymous anonymous?) We know that a psychiatric his- 
tory can be disastrous to some careers (e.g., the career of 
Senator Eagleton), but we do not know the variables that 
determine such reactions. One way to approach this prob- 
lem would be to establish test cases, much as the NAACP 
has done in its fight against racial discrimination. Experi- 
mental confederates would apply for various jobs. On half 
the applications they would admit to a psychiatric history, 
On the other half they would not. Only by such experiments 
in real situations can we begin to establish how much dis- 
crimination occurs in everyday life. 

One final question to be considered is whether former 
Mental patients suffer discrimination because psychiatric 
labels carry stigma or because so many chronic patients are 
poor and helpless. In reality, I believe that these 
phenomena are only theoretically separable. As noted 
above, the poor have a much greater tendency to remain in 
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the psychiatric system once they have entered it. The Pe 
are thus more likely to be in psychiatric facilities—inclu 15 
community mental-health centers as well as custodial m 
stitutions. Because of inadequate funds, their own initia 
poverty, and community rejection of progressive programs, 
mental patients are forced to live in depressing slum ca 
ditions. These conditions in turn contribute to a se 

fulfilling prophecy: mental patients are disheveled and un- 


attractive in appearance. This image then reinforces the 
public stereotype of the 
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1976: Gove 1975b:245; Chauncey 1975; Gove and Howell 
1974:80). For these researchers the question to debate has 
become: Which approach can best account for the majority 
of the evidence and which best explains “what typically 
happens”? (Gove 1975b:245). Unfortunately, these ques- 
tions are not stated in a testable form and are thus empiri- 
cally meaningless. Consequently, the two camps can (and 
do) continue to debate which model ‘best accounts for the 
majority of available evidence” (Gove 1975b; Chauncey 
1975; Scheff 1975). Since all the combatants agree that 
some secondary deviance is produced by labeling and 
treatment, the more meaningful questions to pose are How 
much of the symptomatology and recidivism of chronic pa- 
tients is produced by the societal reaction, and how can it 
be reduced? Studies like those reviewed above have begun 
to provide answers (Pasamanick et al. 1967; Strauss and 
Carpenter 1972; Steadman and Cocozza 1974; Talbot 1974; 
Cohen et al. 1975; Carpenter et al. 1977). Such studies have 
important policy as well as theoretical implications, and 
they could serve as models in this respect for researchers in 
the area. In contrast, further debate over semantics or over 
Which model ‘‘best accounts for the evidence” can serve 
only to distract attention from the empirically meaningful 
issues and consequently to impede further progress. In the 
next chapter I will explore some of the issues that have 
divided the two schools and will propose à model that 
allows evidence for both approaches to be encompassed in 
One framework. 


5 Illness or Social Roles: 
A False Dichotomy 
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psychiatric labeling is to some 
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(1965, 1967) found that younger patients with shorter 
periods of hospitalization, from higher social classes, and 
with specific jobs and family roles to return to had a better 
prognosis. Aside from length of hospitalization, bizarre be- 
havior was the variable most consistently related to re- 
hospitalization across all living conditions. Miller found, 
however, a curvilinear relationship between severity of 
symptomatic behavior and the reactions of family mem- 
bers. Certain mildly distressing behaviors were tolerated by 
all. At the other end of the scale, certain radically deviant 
behaviors were nearly always associated with rehospitaliza- 
tion. A middle range of behaviors, however, was associated 
with tolerance of deviance. That is, if significant others 
were distressed, rehospitalization occurred; if they were 
not, community tenure continued. 

In discussing recognition and labeling of the mentally ill 
from a cross-cultural perspective, Edgerton (1969) pro- 
posed a similar scheme. He argued that markedly deviant 
behavior, if both chronic and sufficiently bizarre, would 
probably result in recognition and labeling in any culture. 
However, most symptoms are not both chronic and ex- 
tremely bizarre. Cases that are not both chronic and mark- 
edly bizarre but are sufficiently disruptive to cause a 
societal reaction are the subject of ‘‘negotiation.’’ That is to 
say, it is in the equivocal middle-range cases that sociocul- 
tural factors play their strongest role in determining out- 
come. Factors like the social status of the deviant, the role 
expectations awaiting him after the acute phase passes, and 
the family’s wishes regarding his fate can be decisive in 
middle-range cases. . 

Edgerton’s analysis (1969) of cross-cultural evidence is 
thus consistent with Strauss and Carpenter’s findings. As 
noted in chapter 4, Strauss and Carpenter (1972) found that 
outcome was not generally predictable from diagnosis and 
that the different areas of outcome dysfunction (work, 
symptoms, social relations, and nonhospitalization) could 
influence one another but could also be partially in- 
dependent. That is, these areas interacted as open systems; 
they influenced one another but were also influenced by 
variables specific to them alone. The partial independence 
of these systems was exemplified by cases in which hos- 


92 Chapter 5 


Pitalization as a measure of outcome was es 
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thereof) to care for the patient, the presence or — w 
job opportunities, or because of legal requirements tha A 
patient remain hospitalized. All of these variables, inc 
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impact on outcome. By the same logic, cases with more 
obvious, stereotyped, and chronic symptoms best support 
the clinical-universalist approach. Individuals with florid, 
stereotyped symptoms would probably elicit essentially 
similar societal reactions throughout the world (Murphy 
1976). It remains an empirical question, however, what 
percentage of mental patients in the United States fall 
Within the ‘‘ambiguous’’ as opposed to the “stereotyped” 
group (most patients, of course, will tend to vary in this 
regard over time). One way to attack the question would be 
to investigate what percentage of patients diagnosed as 
psychotic in this country would not be similarly diagnosed 
in other countries. If a large discrepancy were found, one 
would want to ask whether these people should be di- 
agnosed as psychotic or whether they should even be 
treated in psychiatric facilities. The answers to these ques- 
tions have serious implications for national mental-health 
policies. 

Apparently, the social-role theorists and the clinical uni- 
versalists use different phenomena to buttress their argu- 
ments. Social-role authors concentrate on describing the 
negotiational and interactional processes that help to de- 
termine outcome in middle-range cases, while clinical uni- 
versalists tend to cite cases with unambiguous, classic, 
textbook symptoms to support their claims for universality. 
It would seem that much of the debate between these two 
schools could be obviated if it were recognized that these 
are different populations and different foci. 


Biology ys. Social Learning 


I have just suggested that part of the controversy be- 
tween clinical universalists and social-role theorists arises 
from the fact that they are really concentrating on different 
Phenomena in different populations. I will now seek to 
demonstrate that both schools tend to dichotomize between 
biology and social learning. I will argue, finally, that a rejec- 
tion of this dichotomy allows a synthesis between the two 
approaches. ; 

In stressing that mental disorders are diseases with uni- 
versal signs and symptoms, clinical universalists generally 
tend to separate the biological state of the organism from its 
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. . to 
social learning. Although authors vary in their tenaen a 
do this, it seems to be a pervasive characteristic sn 
school. The following examples illustrate this tendency. 


e 
In its Diagnostic and Statistical Manual (1968), th 
American Psychiatri iati i 


; me e pia 
ili © a disorder impairs h ; 
bearer to cope. H © Cope then produces psycho 
aes a Ia h > Stress is thus an effect raped 
Of mental di - s imlan 
(1969) assume 'Sorders (Kiev 1972:5), Rim 


: on. e is no 
cogent evidence He argues that ther 
disorders. In his view, genes predi 


content is learned, j 
of genetic origin.” 
Some critics of the Social-roļe approach argue explicitly 
that schizophrenic symptoms ` le- 
fous Che TE “re independent of role 
age ac cde 75:249) clai at case studies make 
it ‘‘obvious a symptoms nd soci in- 
i in 
dependent Phenomena, He does not, E A S 
even more explici, H ose (1669 vee" Ox point 
even more explicitly, He claims that Viewing schizophrenic 
symptoms: 2s. social \roleayls tantamount to characterizing 
schizophrenics as malingerers 4 Schizophrenia as a 
“‘put-on.’’ This statement Clearly Misco Phrenia a 


nstrues the concept 
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of “social role,” for it implies that a person ‘puts on™’ his 
role behavior much as a malingerer consciously pretends to 
be sick. 

Although some clinical universalists do not affirm this 
dichotomy directly, their arguments imply it. Consider, for 
example, the following quotation (Murphy 1976:1027): 

Rather than being simply violations of the social norms of 
particular groups, as labeling theory suggests, symptoms of 
mental illness are manifestations of a type of affliction 
shared by virtually all mankind.” This statement implies 
that symptoms are universal ‘‘afflictions”’ and are therefore 
Somehow independent of a person’s norm violations or 
Other role behavior. “he 

It appears, then, that clinical universalism implies that 
symptoms are independent of social learning and social 
roles. Curiously enough, the social-role theorists also imply 
this dichotomy, for they either reject the whole concept of 
Symptom (because they argue that abnormal behaviors are 
social roles, not diseases), or they view the acquisition of 
the deviant social role as independent of the individual’s 
biology. For example, Scheff, in the flow-chart depicting 
his theory (1966:100), proposes that initial deviance springs 
from diverse causes, ‘‘biological, psychological, and so- 
cial.” This initial deviance is then molded, through the ex- 
Pectations of others, into the stereotyped roles of insanity. 

hese are “‘learned’’ roles; that is, Scheff implies in this 
scheme that social learning of this kind is separate from the 

iological causes of the deviance and the ongoing biological 
Processes of the individual. Social learning is somehow 
laminated onto the psychobiological factors. 

Numerous other social-role researchers also separate 

iology from learning. For example, Levitz and Ullmann 
(1969) have shown that operant conditioning can produce 
indications of disturbed thinking in normal college students. 
Other experiments have shown that chronic schizophrenics 
can increase or decrease their reaction time depending on 
What they perceive t° be the purpose of the test (reaction 
time has long been considered, of all schizophrenic deficits, 
the most resistent to alteration [Fontana et al. 1968; Fon- 
tana and Klein 1968)). These authors conclude that their 
results support the theory that the mental hospital in- 
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z p ients 
advertently reinforces the symptomatic E o Re T 
(Goffman 1961; Ullmann and Krasner 1969). Trani 
thors thus contend that symptomatic behaviors are 
in the hospital. io: sii 
The postion assumed by Braginsky et al. sett ed shai 
lar. They found that mental patients modulate the1 ding on 
ior (i.e., show more or less ‘‘pathology ) aie They 
what they perceive to be the purpose of the nien ew syn- 
thus argue that neither pathology nor “‘institutio Rather, 
rome” is necessary to explain patient poo choices 
Patient behavior is the result of learned rational tout 
ased on the inferior options existing for the patien 
side the hospital (Braginsky et al. 1969). nniva di 
Apparently, leading social-role theorists also RY ae 
chotomy between biology and social roles. In daa 
they commit the Same error as the clinical universa S 
oth groups assume that a person cannot learn anil 
pathology; both assume that “symptoms” are not ger 
by learning, | Shall argue, below, that biology, and 
“real” pathology 


3 . *5 807 
i > IS really inseparable from a person S 
cial roles. 


In separating soci 
participate in two h a 
instinct vs. learning and mind vs. body. It is only by in 
validating these dichotomi i i 


; Lehrman 1970; Engel 1977: Mad; 
Here I must necessarily simplify and presen 
only the most pertinent. 


Roles 


Social roles are inseparable from organic processes for 
the following reasons. Fj 


- First, ag Goffman (1959 and Sarbin 
and Allen (1968) have noted, normal ne oi are not 
“‘put on,” in the sense that they 


) ie sot are voluntary, They are 
essentially “inaccessible to i 


i l S e individual’s scrutiny or 
analysis, and, in this sense, they are unconscious. For 
example, a physician does not need to r 


€mind herself con- 
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stantly that she is a physician and that she must treat her 
patients differently from the way she treats her husband, 
her colleagues, and her dog. Different behaviors for these 
different situations come naturally for her as she locates 
herself in each instance within a broad field of role expecta- 
tions provided by the culture. She does not ‘‘put on” being 
a physician any more than she “‘puts on” being a woman, a 
mother, and a wife. She is these things, and her “identity” 
or “self”? consists in her particular style and execution of 
these roles at any given moment. 
_ Second, roles involve the total organism; they are not 
independent of its biology. While a person’s genetic 
makeup (genotype) does not change during his lifetime, a 
Person’s biology results from the interaction between 
genotype and environment. Culturally conditioned behav- 
ior is thus only theoretically separable from biology. The 
€xecutive’s ulcer and the perspiration on the surgeon’s 
row are not ‘just somatic responses, nor are they ‘‘put 
on.” They are biological manifestations of deeply ingrained 
social roles, Numerous studies suggest that certain cultural 
and ethnic milieus predispose people to particular 
Psychosomatic reactions. These reactions are not the result 
of hypochondria or malingering; they are not “put on;”’ 
they include such real somatic complaints as ulcers, 
allergies, migraine headaches, cerebral vascular accidents, 
and even death as the result of magic (Zborowski 1952; 
Mechanic 1972; Cannon 1942; Ecker 1954). Moreover, 1t 
as been demonstrated in countless settings that role expec- 
tations mobilize organic systems of the body. Additional 
€vidence is now accumulating from the use of operant con- 
ditioning, biofeedback (Brown 1974), and the scientific 
study of various yogic practices (Wallace and Benson 
1972), Through these techniques people have learned to 
control such ‘‘autonomic’’ responses as blood pressure, 
galvanic skin response, pulse rate, brain waves, and peri- 
Staltic contractions. Strictly speaking, then, an individual’s 
biology is inseparable from his social behavior. A person’s 
biology interacts with his social experience; each influences 
the other. I suggested above, however, that both clinicians 
and social-role theorists continue to dichotomize between 
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biology and social roles. To clarify these issues and to 
bridge the gulf between the clinical universalists and the 
social-role theorists, it is necessary to examine some basic 
concepts more closely. In the following pages I will argue 
that the controversy between the social-role theorists and 
the universalists stems largely from faulty conceptions of 
biological causation and faulty conceptions of social roles. I 
shall discuss genetic causation first. What is this evidence 
for the genetic determination of mental disorders? The most 
extensive and sophisticated research on genetic causation 


of mental disorders has been done on schizophrenia in 
twins and adoptees. 


Genetic Causation 


Monozygotic (identical) twins are genetically identical; 


e ‘hizophrenia is simply an inherited ge- 
netic trait, both twins should either have it or not have it. 


*8., Kallmann 1953) showed rates of 
concordance between twins as high as 86 percent. In other 


chizophrenic, the probability was 


psychosocial, physical-chemical, or both 5 ; 
still inconclusive. - The evidence is 
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Dohrenwend (1975) has carefully reviewed three bodies 
of evidence for psychosocial factors causing mental dis- 
orders. The first consists of epidemiological studies of 
“true” prevalence of mental disorders (i.e., both treated 
and untreated cases). These studies consistently reveal sig- 
nificant correlations between poverty and higher rates of 
mental disorders. Such correlations, however, are subject 
to multiple interpretations. It is also possible, for example, 
that persons genetically predisposed to mental disorders 
‘‘drift” into poverty due to their inability to cope. Dohren- 
wend proposes a research strategy that would attempt to 
Tesolve this question, but the problems of implementing 
such research are formidable. in, 

Second, Dohrenwend analyzes the literature on individ- 
ual reactions to extremely stressful situations, e.g., combat 
fatigue or ‘‘shell shock.” There seems to be no doubt that 
extreme stress can cause temporary mental breakdowns. 
Some authors have questioned, however, whether these 
temporary breakdowns are really comparable to what are 
commonly termed the ‘functional’? mental disorders. 
Third, more ordinary stressful events (e.g., losing one’s 
job) tend to correlate with mental disorders, but again It 1s 
not clear whether these events are causes or symptoms of 
the mental disorder; the evidence from this body of litera- 
ture is even more equivocal than that on extremely stressful 
Situations. Thus, after reviewing a very large number of 
Studies on psychosocial factors, Dohrenwend was forced to 
Conclude that the results are inconclusive. He notes with 
irony that biogenetic studies provide the strongest (though 
Indirect) support for psychosocial factors in the etiology of 
Mental disorders: inheritance cannot explain all the varia- 
tion; consequently, environmental factors (possibly 
Psychosocial) must also be involved. More recent bioge- 
netic studies also support this view. _ i 

In studying the relatives of adult schizophrenics who had 
been adopted in infancy, one research team found that the 
biological relatives of schizophrenics showed significantly 
more pathology than the families who had raised the 
schizophrenics (Kety et al. 1971). Similarly, 76 adopted off- 
Spring of schizophrenic parents were compared with a 
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ample of 67 adopted controls. The rate of di- 
otal fice T tin disorders for the _ 
group was 31.6 percent, compared to 17.8 percent for : 
controls. The evidence from all these studies strongly os 
ports the theory that heredity plays a significant role in : 
etiology of schizophrenic disorders. On the other hand, en 
vironmental factors apparently play a role too. As these 
researchers argue (Kety et al. 1971:304): 


Although this evidence does not support hypotheses that 
depend on the acquisition of schizophrenic behavior by pan, 
ing from or imitation of other members of the family, it shou 
be pointed out that our findings do not argue against the im- 
portance of environmental factors in the etiology of these dis- 
orders. Besides the presence in the household of an individua 
who exhibits some of the features of schizophrenia, there are 
many other aspects of life experience, including subtle per- 
sonality characteristics, child rearing practices, nutritional 
habits, or even exposure to toxic or infectious agents, that 
may serve to evoke and elaborate one or another type of dis- 
order in the schizophrenia spectrum in a genetically vulner- 
able individual. 

Apparently, 
an interactioni 
interact to cau 


ifferences in the discordant twins; 

they suggest, however, that different factors may be in- 
volved for different indi 

Apparently, 

schizophrenia; 


disposed to schizophreni 
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tors determine whether they manifest these behaviors. 
From twin studies and studies of high-risk populations 
(Mednick 1970) it also appears that the predisposition is not 
an all-or-nothing thing but rather a matter of degree. Some 
individuals are more predisposed than others, and, given 
equal environments, they are more likely to manifest 
schizophrenic symptoms. It is also possible that the Ger- 
man position is correct: some individuals are so predis- 
posed that they will break down regardless of their envi- 
ronment; however, the evidence for this possibility remains 
inconclusive. Finally, while there is no unequivocal evi- 
dence that psychosocial factors play a role in the etiology of 
Schizophrenia, there is no conclusive evidence that they do 
not. These questions must thus remain open. 


Biological Causation 


If genes play the role of predisposing factor, what is the 
tole of biology? A person’s biology is the result of the inter- 
action between his genes and his environment. This is a fact 
frequently overlooked by specialists in the field. Biology 
already contains environmental input. Only a person’s 
genes are strictly separable from environmental influence, 
and environment begins to influence an organism's biology 
Upon conception. Intrauterine differences, for example, 
seem to account for the biological and behavioral dif- 
ferences found between genetically identical twins in in- 
fancy (Pollin 1965). Environmental influence begins in the 
Womb, and differences in their womb environments pro- 
An adult’s biology, 
then, is the sum total of the interactions of his genotype and 

Is environmental history. For example, persons who suf- 
ia from protein deficiency as © 
le impairment in brain development. : 
Will, of course, radically alter the way they interact with 
their environments, and this, in turn, wi i 
iology. A person’s biology is thus only theoretically 
Separable from his or her behavior; biology is both a cause 
and an effect of behavior. This is exactly the view sup- 
Ported by recent research on the other major psychoses, 


affective psychoses. 
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Biology and Mood Disorders 


more genetically 
others. Approximately 10-15 


I les; (2) severe qi 
ing genetic basis. Actually, these two Possibilities are not 
necessarily mutually exclusive: either, or a mixture of both, 
could be present in any particular case. 

Akiskal and McKinney thus Teject a dichotomy between 
biology and environment. In their Scheme, some persons 
may be more genetically Predisposed than MEN but ex- 
perience can influence an individual’s biology dad further 
predispose him. In this regard, the authors point out that 
empirical evidence does not support the two-class taxon- 
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omy of depression, reactive and endogenous. As noted 
above, this dichotomy is officially accepted by both Ger- 
man and American psychiatry: endogenous depression 
Springs from purely genetic causes, while reactive depres- 
oe is a reaction to precipitating psychosocial events. 
qn psychiatrists lack evidence for precipitating events, 

ey diagnose endogenous depression. As Akiskal and 

cKinney point out, however, empirical studies have 
shown that the “‘lack’’ of such precipitating events is actu- 


ally due to nonreporting (1973:21): 


The severely depressed patient is too disturbed to appraise | 
fully the psychosocial context within which the illness mani- 
fests itself; upon clinical recovery, the frequency and type of 
stressful events, revealed by careful questioning, are no dif- 
ferent from those in the “reactive” group. Depressive 
Phenomena are neither inherently psychosocial nor biological. 
As a final common pathway, they are the culmination of proc- 
esses that can be described in many frames of reference. 


Apparently, diverse lines of evidence support an “‘inter- 
actionist”’ approach to the major psychoses. Schizophrenia 
and affective psychosis are both products of interactions 
between genetic makeup and environmental forces. Envi- 
ronment may act to precipitate OF elaborate a psychosis in 
an extremely genetically vulnerable individual, or it may 
alter the biology of a less genetically predisposed individual 
and further predispose that individual to a particular type of 


breakdown. The role of psychosocial environmental vari- 
ables is clearer in the etiology of depressive disorders than 
irically demonstrated that 


in schizophrenia. It has been emp! 
losing control over the environment not only can produce 
depression in a genetically vulnerable organism but can 
further predispose this organism to precipitating events in 
the future. Researchers have found it more difficult, how- 
ever, to demonstrate such processes for schizophrenia. 
This is at least partially due to the fact that, compared to 
depression, it is more difficult to operationalize the concept 
of schizophrenia and then experimentally induce it in ani- 
mals. So much of what is termed “‘schizophrenic”’ behavior 
depends on abnormal verbal behavior and on the breach of 
subtle social rules- These capacities are, of course, lacking 
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in animals other than man. These difficulties chien 
ing, the fact that we lack conclusive evidence for psycho 


3 . le 
cial causes of schizophrenia does not mean that we can ru 
out such factors. 


Are Mental Disorders Diseases? 


The evidence presented 
and environmental fa 
mood disorders. D 
should be classified 
point. Certainly, 
biological correla 
behavior has bi 
people are born 


above suggests that both Se 
Ctors help cause schizophrenia an 

oes this mean that these condinen 
as “diseases”? This remains a moo 
the mere fact that these conditions na 
tes does not necessarily imply disease. A 

ological correlates. For example, some 


tly, some people may 
i 5 than others. Raised 1 
certain €nvironm = 


“religious visions.” 


“ ai : » hallucinations are nO 
more “genetic” or “biological”? than athletic behavior—o" 
than any other “normal”? behavior. The discovery © 
biological Correlates, then, does not necessarily qualify 4 
condition as a disease, 

Thomas Szasz 1960 P se 
conditions do TAE a pas argued emphatically that the 


as s canically qualify as diseases. Although 
the clinical universalists claim that Psychosis is caused by 2 


neurological impairment,” they have not been able to 


i i t empirical] . Furthermore, 
even when „biological correlates of Sakon Sates Dave 
been established, it is still not clear that these correlates 
should be considered an ‘“impairment.” THiS leads-us to 2 

Sarbin (1969) has argued that “mental " ges at 
now meet the classic Criteria for the aston nt ae, 
complaints by th atient 

and/or the presence of demonstrable organic. pathology: 
Lhe concep: Oe pathology implies organic abnor- 
malities that inhibit the Physiologica] processes that ulti- 
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mately maintain life. Thus, an infected hangnail does not 
ordinarily threaten life; but it is clearly pathological, be- 
Cause it upsets processes that maintain bodily tissues, and, 
if it spreads, it can become life-threatening. No such 
Pathology can now be demonstrated for the functional 
Mental disorders; however, as some researchers point out, 
this does not preclude it from being demonstrated in the 
future. 

Sarbin contends that the other criterion of disease, so- 
Matic complaints by the patient, is frequently not met in the 
case of mental disorders. Mental patients are not confined 
in mental hospitals because they have sore throats or 

ecause they complain of shortness of breath. Instead, com- 
Plaints by others have been substituted for somatic com- 
Plaints (Sarbin 1969:14). Mental patients are often confined 
because other people have complained about their behav- 
‘or. Using this criterion, almost any behavior that is annoy- 
ing to others can be defined as illness. For example, alcohol 
and drug use, which are associated with disruptive behav- 
lor, are now termed drug ‘‘abuse’’ or “addiction” and are 
officially classified as diseases. By this criterion, of course, 
Smoking tobacco could also eventually be defined as “ill- 
ness.” Smoking is annoying to many, and it is certainly 
Self-destructive. a, 

Apparently, the specific biogenetic abnormalities that 
would definitely establish mental disorders as diseases (in 
the traditional sense of the term) have not been found. 
Nevertheless, it is useful to ask ourselves what type of 
evidence would establish this definition. First, researchers 
Would have to show a clearly significant correlation be- 
tween some biological trait and psychotic behavior. This 
trait would probably be a matter of deviation from a biolog- 
ical norm, just as fever represents a deviation from normal 
temperature. Second, researchers would have to establish a 
definite link between this trait and interference with life- 
maintenance processes. It is not enough to show that 
mental patients are biologically different (so are star 
athletes); one must also demonstrate that a particular trait 
constitutes or causes organic pathology. Only if these 
criteria were met would mental disorders be diseases in the 
traditional sense of the term. 
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Semantics or Profit? 


The question whether mental disorders are diseases 
or not is not particularly fruitful. The criteria for any 
classification can always be expanded or delimited. With- 
in the past few decades the criteria of disease have 
been expanded to include homosexuality, drug abuse, 
and alcoholism. Now the American Psychiatric Associ- 
ation has “‘declassified’’ homosexuality (Rosenhan 1975). 
Officially, then, homosexuality is no longer a disease, 
but it is still considered pathological by many clinicians. 
This illustrates the futility of discussing whether men- 
tal disorders are diseases. Practically anything can be 
classified officially as a disease if criteria are expanded to 
include it. The crucial question, then, is not whether a con- 


dition is a disease but, rather, what the advantages of such a 
classification are. 


Szasz (1970) has argued that this classific 


normal” but a “patriot.” Szasz 


nger of allowing any one group to 
nd what is not. 


deria act as moral enforcers of a 
t t ey represent middle-class soci- 
ety’s basic values, and they have the Power to control those 


values. I i 
has compared contemp chin egard, Szasz ey 


society. q 
The data I presented in chapter 1 lend some support to 
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this view. Mental-health professionals in Germany and 
America were more like their publics than they were like 
each other in their basic conceptions of mental illness. This 
certainly would not have been the case had the question- 
naire tested medical information about physical diseases 
rather than opinions about mental disorders. For example, 
if the questionnaire had asked for the symptoms of appen- 
dicitis or the anatomy of the heart, the medical personnel in 
the German and American staff samples would certainly 
have resembled each other more closely in their answers 
than they resembled their respective publics. As it was, in 
their basic underlying premises about the curability and 
causes of mental disorders, the two staff groups repre- 
sented their own cultures’ belief systems. In their premises 
they were Americans and Germans first and professionals 
second. 

Some clinicians attempt 
asserting that the patient is t 
the mental-illness model. Acco 
tients are reassured by the physician when he diagnoses the 


illness and offers a prognosis and therapy (Kiev 1972:177; 
Siegler and Osmond 1974). This argument, of course, 1s not 
without merit. There are many mental patients who def- 
initely believe they have profited from their entrance into 
the sick role and from the therapy they have received 
(Vonnegut 1974). On the other hand, this argument tends to 
ignore the following negative evidence: (1) the medical 
model does not allow mental 2 c 

ventional sick role; mental patients are socially stigmatized 
and frequently treated as prisoners; (2) lengthy hospitaliza- 
tion produces institutional syndrome; (3) attempts to shift 
to outpatient treatment, though partially successful, have 
resulted in increased recidivism rates; (4) the most common 

ipsychotic drugs an 


somatic therapies, antl d electroshock, 
have never been subjected to long-term tests with adequate 
controls; consequently, they remain extremely consan 
sial. Clinicians who support the medical approach to mental 


i i t is not 
disorders must confront these points squarely. I 0 
that “‘the biochemical causes wil 


enough merely to assert : 
EN be found” or that ‘‘the mentally ill oa “ee 
the medical approach.” Regardless of the truth © 


to counter Szasz’s attacks by 
he one who benefits most from 
rding to this argument, pa- 
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assertions, the problems listed above await solution, and 
practitioners who support the medical approach to mental 
disorders have an obligation to seek these solutions. 

I have argued that biology is really inseparable from role 
behavior and that the tendency to dichotomize between 
biology and social roles has been a major impediment to 
communication and progressive research in this area. In the 
remainder of this chapter I will present a psychophysiologi- 
cal conception of ‘‘role’’ that allows evidence from both 
schools to be encompassed in one framework and so allows 
construction of a more parsimonious model. 


The Psychophysiological Basis of Role 


The clinical Psychologist and role theorist T. R. Sarbin 
has posited a continuum (1954) of organismic involvement 
for role enactment (see Table 7). On the left of the spectrum 
is the “‘put-on’’ role, in which the person is consciously 
pretending and few of his organic processes are involved. 


example, stage 2, Ritual Act- 
y, and the stage actor’s physio- 
€cessarily match the role being 
» Engrossed (Method) Acting, the stage 
he is acting, and his physiologi- 
iate to the role he plays. In a 

word, the method actor does not play Hamlet, he becomes 
Hamlet. i 
_ Normal, everyday roles lie alo 
life we are, in a sense, ‘‘method 
The roles we enact (doctor- 
student), are not generally a 
and scrutiny, and these roles do effi 


cal responses are appropri 


Goffman (1959:73) points out that 


g ‘stage directions.” Neither has 
been coached in the thousands of subtleties that make up 


even a five-minute role enactment, e.g., subtle eye move- 
ments, the relative tension of various muscle groups, pos- 
tures, intonation, inflection, and kinetics. Neither the stage 
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TABLE 7 Continuum of Organismic Involvement in Social Roles 
7. Voodoo 
Death 
6. States 
of Pos- 
session 
5. His- 
trionic 
Neu- 
rosis 
4. Classi- 
cal Hyp- 
notic 
Role- 
Taking 
3. En- 
grossed 
Acting 
2. Ritual 
Acting 
1. Casual 
Role En- 
actment 
Zero. 
Noninvolve- 
ment 
9 1 2 3 4 5 6 7 8 
Role and Self Role and Self Un- 
Differentiated: differentiated: 
Minimal Organic Maximum Organic 
Involvement Involvement 
of social role allows a 


Adapted from Sarbin and Allen (1968:493). E i 
reconciliation of the biomedical oA the soci sto mental disordet*- 
In the model proposed in the text, certain,” oe, Boe eed 
on” and thus would begin at stage 1, above. As these behaviors are aes < 
by the social environment, they tend to become internalized and thus are no long F 
differentiated from the self and its organic systems (stages 3-7). This process © 
internalization is fundamental to virtually all theories of mental 
roles. In contrast, other behaviors begin as “spontaneous PS 


alterations that involve the entire organism, €-8-» acute schizop 


disorders as social 
ychophysiological 
hrenia or depres- 
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actor nor the layman can formulate in advance all the sub- 
tleties that he will utilize to play his scene. But, as Goffman 
(1959:73) notes, “‘the incapacity of the ordinary individual 
to formulate in advance the movements of his eyes and 
body does not mean that he will not express himself through 
these devices ina Way that is dramatized and pre-formed in 
his repertoire of actions. In short, we all act better than we 
know how.” 

Somewhere between stage 4 (Hypnotic Role-Taking) and 
stage 5 (Hysteria) in Table 7 would lie the psychophysiolog- 
ical basis for psychosomatic disorders: behaviors learned in 
particular social milieus that produce demonstrable organic 
pathology. On the right end of the continuum is Voodoo 
Death, in which the role expectations of the hexed man are 
ganismic involvement is so great, 
that he may ultimately go into shock and die (Cannon 1942). 
biology is seen as inseparable from 
he most consciously put-on, volun- 
following pages I will attempt to 
conception of “role” allows the 


ole perspectives both to be encom- 
passed in one framework, In this 


pare the phenomena of 


Ption of role 


: X can encompass 
mental disord 


ers” in our cul- 


sion. As these behaviors come under environmental influ 
be precipitated a brea es events and can becom 
n this sense, they also become somethin, ha 
pains ten Me of a chronic mental Patient poked response. ae 
behaviors, some of which were “learned” bitiw on ludes a mixture o 
and some of which began as “organic” reactions a organic systems, 
tioned responses.” now are “condi- 


ence, however, they may 
e habitual in this respect. 
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ture, I would like to draw on Albert Cain’s excellent article 
(1964) on ‘‘playing crazy”’ in borderline children. Cain pre- 
sents cogent clinical evidence for the following proposi- 
tions: (1) Institutionalized children learn to play at being 
crazy. They make frequent reference to this fact and even 
threaten to ‘‘act crazy” in the future in order to get their 
own way. (2) The images of madness used by the children 
are constructed from popular stereotypes and conceptions. 
(3) The children are frequently rewarded for adopting 
“crazy”? symptoms. Their threats and tantrums may earn 
them respect, and their ‘‘odd role” grants them a personal 
and social license not unlike that enjoyed by the “‘town 
character.” (4) Even when the child is slipping toward or is 
virtually in a psychotic state, he may pretend in a frenzied 
fashion to be crazy. Or, as Cain (1964:284) puts it, he pre- 
tends to be crazier than he is at the moment. 

Now there seem to be three different phenomena em- 
bodied in these four propositions. First, the individual may 
learn to “act”? crazy. This acting may at first involve a 
conscious pretense; at times the children are very obviously 
pretending and readily admit this. This role enactment 
would lie somewhere between zero and stage | on our con- 
tinuum. Alternatively, the individual may learn to act crazy 
but may do so less consciously, e.g., one child may un- 
wittingly imitate or model his behavior on the other chil- 
Aron s This process would fall somewhere between stages 

and 4. 

The second phenomenon in Cain’s description involves 
what the social-role theorists would call ‘‘role internaliza- 
tion” or “incorporation.” As the child begins to act crazy, 
the inadvertent reinforcement these behaviors receive from 
the environment (within or without the hospital) may cause 
them to be internalized. That is to say, organismic involve- 
ment increases, and the behaviors become less consciously 
voluntary. Thus, although these behaviors may begin at 
zero or stage 1 on the continuum, they gradually, through 
the reinforcement they receive, move into more involved 
and less voluntary stages. Some aspect of this scheme 
underlies (implicitly) all theories of mental illness as social 
roles. But authors do vary in their emphasis. As we saw 
above, Braginsky et al. stress the fact that some patients are 
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consciously pretending or, at the very least, are producing, 
whenever the necessity arises, symptomatic behaviors to 
manipulate the staff (1969:171-72): 


It is obvious that rational goal-directed behavior does not 
guarantee that the individual appreciates what he is up to. It 
is equally obvious that the residents described in this book 
frequently must have been consciously manipulative; many of 
our findings would be inexplicable without making such an 
assumption. All we are claiming is that it is not necessary to 
suppose that the choice to become a mental patient always 
reflects a state of conscious volition. 


In contrast to the Braginskys, Goffman (1961:149) and 
Scheff (1966:88) would, according to our scheme, empha- 
size the process of internalization that moves the behaviors 
from stage | to more involved stages: symptoms may begin 
as conscious pretense or unconscious imitation, but re- 
inforcement from laymen and staff causes these behaviors 
to become involuntary and habitual. 

The third state is the psychotic state to which Cain re- 
fers. Cain never tells us how this state differs from the other 
two, but he himself implicitly differentiates it from the other 
two, and evidently the children do also. Presumably, such 


states involve psychophysiological alterations that result in 
the classic symptoms of psychosis: 
social withdrawal, and 


above, it is presumably such 
clinical-universalist argument, 


ole expectations may affect 
he Preceding two types of 
ain clearly involve role 


e (Murphy 1976: Gove 


1975a, 1975b; Chauncey 1975). However, these same crit- 


ics argue (either explicitly or implicitly) that hoti 

; otic 
states are independent of role expectations and fadbed are 
really quite separate and distinct from the “secondary 
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deviance” produced by institutions (Rosenbaum 1969; Mur- 
phy 1976; Chauncy 1975:249). This type of argument per- 
petuates the hoary nature-nurture dichotomy and tends to 
confuse the issues. I propose to demonstrate that social 
learning is important in molding all symptoms of mental 
disorders but that it affects symptoms differently at differ- 
ent stages of a patient’s career. 

As we have seen, careful studies of hereditary factors 
support an interactional approach to mental disorders. 
Genes and environment, including psychosocial factors, 
apparently interact to produce mental disorders. It is quite 
plausible, however, that the role of social learning in struc- 
turing symptoms is different at different stages of a patient’s 
career, The evidence for this proposition is as follows. Ex- 
tensive clinical evidence suggests that social learning helps 
to determine the timing and content of symptoms. Bowers 
(1974), for example, uses clinical data to marshal an impres- 
sive case for this thesis. He proposes that traumatic experi- 
ences structure the symptoms of emerging psychosis in two 
ways: they act as precipitating factors, and they emerge in 
the content of the symptoms. Bowers thus proposes that 
the initial symptoms of psychosis possess a structure but 
that this structure, like the structure of dreams, is some- 
what idiosyncratic and abstruse. For example, the loss of a 
loved one might precipitate a depressed state in which the 
patient suffered from the delusions that everyone hated him 
and that he was being punished for some imagined sin. This 
proposition, that social experience affects the content of 
symptoms, is generally accepted by even the staunchest 
ieee of the clinical approach (Meehl 1962; Forster 

). 

Given that social learning molds the content and timing 
of initial symptoms, we must ask whether this constitutes a 
social role. The florid, most acute symptoms of emerging 
psychosis as described by Bowers probably least resemble 
what is normally considered a social role. Although social 
learning has helped structure these symptoms, it has not 
done so in a way that is comprehensible to other members 
of the culture. Perhaps an expert on emerging psychosis 
will divine a structure and be able to predict the patient’s 
behavior within certain limits, but the average layman will 
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not. Indeed, it is precisely because the behavior is in- 
comprehensible in terms of normal role expectations that it 
is considered crazy. Generally speaking, when a culturally 
acceptable motive for a behavior can be found, the act will 
be considered sane (Jaeckel and Wieser 1970; Edgerton 
1966, 1969). Given these considerations, the concept ‘‘so- 
cial role” is probably least fruitful in analyzing this part of 
the patient’s career. 

During and after the process of being identified and 
labeled mentally ill, however, the individual is increasingly 
subjected to significant others’ expectations concerning 
mental illness. The expectations become most systematic 
and formal when the patient is hospitalized. The staff, hav- 
ing divorced the patient from normal roles and supports, 
expects the patient to act out their version of ‘‘mental pa- 
tient,” and, of course, the staff is empowered to reward the 
behaviors it desires and to punish those it does not. Pre- 
sumably, then, the treatment phase, and particularly hos- 
Pitalization, most favors the production of a recognizable, 
deviant social role. This Proposition is consistent with the 


of mental j A 
mold a role of mental ill Eh oe mee ni 
chapter 2 my data showed that hospitalized German and 
American mental patients tended to utilize coping tactics 
that were predictable from their own cúltire’ E P 
conceptions of mental illness, Moreover in ch = s A 
4 we saw that long-term hospitalization doe ap i p 
‘institutional syndrome” a feiembice pro = 
symptoms and that frequently results in confi psye Pas 
lone Appa then, se inue 
support this proposition: “social Je 
tool, may be extremely important in tulle anal 
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phases of a patient’s career, but it is the treatment phase that 
more effectively produces predictable and recognizable de- 
viant social roles. 

In the proposed scheme, then, social experience not only 
helps determine the onset, timing, and content of 
symptoms; it also can continue to structure symptomatol- 
ogy throughout a patient’s career (as Bleuler [1950] pro- 
posed). For example, after the first psychotic episode, the 
subject’s threshold for entering this ‘‘altered state of con- 
sciousness” might be lowered. Anxiety could provoke 
another episode, and the person’s fear of this possibility 
and his uncertainty about his sanity might become part ofa 
self-fulfilling prophecy. The more the patient feared slip- 
ping into one of these states, the more he would become 
likely to do so. If we assume that these states can be pre- 
cipitated by environmental events, it is quite possible that 
they could become habitual in this respect. That is to say, 
they too could become something of a conditioned re- 
sponse. If this is true, then, ina disorder of long standing, it 
would be difficult if not impossible to distinguish among 
these three different classes of behaviors: (1) behaviors that 
began as consciously “put-on° mad roles but became 
internalized; (2) behaviors that began during acute psy- 
chotic states as idiosyncratic expressions but came to be 
mediated by the environment and could be habitually 
triggered by specific events; (3) behaviors that emerged as 
specific responses to institutional life. The symptomatology 
of a chronic mental patient probably includes a mixture of 
all these behaviors, which might ultimately become in- 
distinguishable clinically, phenomenologically, and perhaps 
even biochemically. 


Conclusion 


The model of psychosis presented in this chapter is ad- 
mittedly speculative and impressionistic. Ultimate verifica- 
tion or rejection awaits further research. There are, of 
course, many aspects of psychosis that this model cannot 
presently explain, and, no doubt, a comprehensive model of 
psychosis will ultimately involve a multiplicity of genetic, 
physiological, psychological, and sociological factors. For 
the present, however, the model presented here, though 
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speculative and imprecise, does seem able to encompass a 
broad spectrum of evidence from a variety of approaches. 

If even partially correct, the argument set forth in this 
book has the following implications. First, mental hospi- 
tals, as they presently exist, should be abolished. Like our 
prisons, they are counterproductive. Both tend to per- 
petuate what they are supposed to eliminate: chronic social 
deviants. England has already embarked on a program to 
eliminate mental hospitals within twenty-five years. 
America is beginning to do the same. For those with deep- 
seated psychological disturbances, therapeutic com- 
munities should be created along the lines suggested by 
Nigerian psychiatrist who has 


tal patients are not 
ber accompanies a 
d remains involved 


sis counseling centers 
seling, legal aid, and 
Several states have 


: ases, discharging patients has 
merely i in a revolving-door Blier The average 
length of time in the hospital has decreased, but readmis- 
marie (National Institute of 

3 . e people wh ce impor- 
tant to anybody,” there is st pute not imp 


ill no place to go (Feldman 
nd Segal 1973). 


produce brighter or duller students (Rosenthal and Jacob- 
sen 1968), and experimenters’ expectations can produce 
their own reality (Orne 1962), then the hospital staff's ex- 
pectations about mental patients can have similar effects. 
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If, relative to Germans, the American staff and public be- 
lieve that the mentally ill look and act in bizarre ways, then 
it is probable that their expectations will be rewarded. Cer- 
tainly, my observations on German and American wards 
tend to support this notion. 

Third, Americans should carefully reexamine their at- 
titudes toward individual effort and social welfare. As my 
research suggests, the problem of patient chronicity does 
not lend itself to simplistic analyses of ‘‘free will versus 
determinism.” Patients do have to ‘‘try to get better,’’ but 
whether they do so or not depends to a great extent on how 
they are treated by the staff and what they have waiting for 
them on the outside. Experiments in behavior modification 
have proved that an effective way of getting patients out of 
the hospital and keeping them out is to provide them with 
positive rewards for staying out. This reward may at first 
consist of something as simple as ice cream, but ultimately 
it must consist of creating superior options in the outside 
world. This means better jobs, better living conditions, and 
help in constructing more meaningful interpersonal re- 
lations. The assumption that people are responsible for 
their fate through lack of will and personal effort is simplis- 
tic. It is also misleading to assume that a purely biomedical 
approach is adequate. Only by rejecting these assumptions 
have communities begun to construct programs that 
minimize institutionalization and recidivism. 

Finally, we need more research on the causes and cures 
of mental disorders. A proper research strategy would in- 
clude a multiplicity of parameters: genetic, physiological, 
developmental, and cultural. The present study suggests 
that only by thus recognizing the complexity of human be- 
haviors can we finally begin to solve the problems of mental 
disorders. 
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TABLEA Demographic Characteristics of German Student Sample 
(N_= 552) and American Student Sample (V = 728) 
Percentage of Percentage of 
Characteristic German Students American Students 
Sex: 
Male 53.0 31) 
Female 47.0 49.0 
Age: 
14-15 11.1 20.0 
16-17 59.6 52.0 
18-19 25.4 22.0 
20-22 3.8 6.0 
Ethnic group: 
Chicano — 0.7 
Black = 0.6 
White 98.6 0.6 
Indian 1.9 
Foreign student 1.3 0.2 
Asian American = 1.0 
Other == 1.9 
Approximate family income: 
Under $2,000 n. a.* 2.6 
$2,000-$5,600 n. a. 12.7 
$5,600-$7,000 n. a. 5.9 
$7,000-$11,800 n. a. 25.8 
$11,800-$17,000 n. a. 30.4 
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TABLE A (continued) 
Percentage of Percentage of 
Characteristic German Students American Students 
$17,000-$20,000 n.a. 10.1 
Over $20,000 N. a. 12.5 
Marital status: 
Married n. a. 3.0 
Single n. a. 97.0 
Religion: 
Protestant 56.8 30.4 
Catholic 35.3 25.9 
Jewish 0.2 0.6 
Agnostic — 5.6 
No preference 1.8 14.9 
Other 5.9 22.5 
Occupation (of father or 
principal earner): 
Laborer (manual) 25.4 35.2 
White-collar employee 31.2 26.5 
Civic official (Beamte), 
or licensed professional 11.4 18.1 
Entrepreneur 20.7 5.4 
Farmer 0.2 1.4 
Retired 0.7 1.4 
Unemployed — 4.4 
Unknown 10.1 7.6 


*n.a. = not available. 
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TABLEB Demographic Characteristics of German Mental-Hospital 
Staff Sample (V = 102) 
Characteristic Percentage Characteristic Percentage 
Sex: Medical administrator 4.9 
Male 71.8 Social worker 2 
Female 28.2 Psychologist 1.9 
Age: Therapist 1.9 
15-20 1.9 Attendant (male) 8.7 
21-30 33.0 Nurse 13.6 
31-40 40.8 Length of service in 
41-50 18.4 mental hospitals: 
51-60 5.8 0-3 months 15.5 
Marital status: 4-6 months 5.8 
Single 35.9 7 months-2 years 23.3 
Married 56.3 3-5 years 22.3 
Divorced 6.8 6-10 years 15.5 
Widowed 1.0 11-20 years 15.5 
Years of education: Over 20 years 1.9 
6-8 (Volkschule) 19 Hospital: ae 
9-11 (Mittelschule) 2'9 Bremen Municipal 
12-15 (Oberschule, Psychiatric Clinic 21.1 
Fachschule, Hannover University 
or Berufschule) 203 Psychiatric Clinic 16.7 
17-20 (Hochschule) 74.8 Düsseldorf State 
P eee ; Mental Hospital 24.4 
resent position: Frankfurt Uni i 
Tatera 73 urt University 
Resident ai Psychiatric Clinic 36.7 
Psychiatrist 27. Köppern State 
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TABLE C American Mental-Hospital Staff Sample (V = 79) 
Characteristic Percentage Characteristic Percentage 
Sex: Length of service in 
Male 66.2 mental hospitals: 
Female B37 0-3 months 6.3 
Age: 4-6 months 5.0 
15-20 1.2 7 months-2 years 22.5 
21-25 6.3 3-5 years 13.7 
26-30 17.5 6-10 years 18.8 
31-35 12.5 11-20 years 23.7 
36—40 15 Over 20 years 10.0 
41-50 26.2 Position: 
51-60 20.0 Psychiatric 
Over 60 8.7 Technician 25.0 
Years of education: Nurse 3.7 
12-13 17.5 Psychiatrist 37.5) 
14-15 12.5 Resident 22.5 
16-17 5.0 Intern ai? 
18-19 5.0 M.D. administration 1.3 
20-21 45.0 Social worker 2.5 
Over 21 15.0 Psychologist 1.2 
Marital status: Student aide 2:5 
Single 8.7 Type of hospital: 
Married 75.0 State Mental 
Divorced 11.0 Hospital 68.7 
Separated 12 University 21.2 
Widowed 2.5 General 
Religion: (psychiatric ward) 1.3 
Protestant 45.0 Veteran’s 
Catholic 17.5 Administration 6.2 
Jewish 6.3 Combinations 
Latter Day Saints 13.7 of above 2.5 
No preference 13.7 
Other 25 
Unknown 1.2 
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TABLE D Demographic Characteristics for German Patient Sample 
(N = 112) and American Patient 
Sample (NV = 110) 


Percentage of Percentage of 

Characteristic German Patients American Patients 
Sex: 

Male 45.5 41.8 

Female 54.5 58.2 
Marital status: 

Married 29.5 18.2 

Single 46.4 42.7 

Divorced 11.6 24.5 

Separated — 10.9 

Widowed 12.5 3.6 
Ethnic group: 

Black = 11.8 

White 100.0 80.9 

Chicano = 73 
Age: 

15-19 1.8 0.9 

20-29 13.4 32.7 

30-39 10.7 22.7 

ees 19.6 19:1 

50-59 214 16.4 

60-69 25.9 713 

Over 70 71 09 
Type of commitment: 

Voluntary 23.2 60.0 

Involuntary 76.8 19.1 


Admission initially voluntary, 
changed to involuntary 
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TABLE D (continued) 


Percentage of Percentage of 
Characteristic German Patients American Patients 
Diagnosis: 
Schizophrenic 34.8 70.0 
Affective disorder 26.8 5.5 
Neurotic 5.4 12:7 
Alcoholic 14.3 1.8 
Drug abuse ZT 27 
Senile psychosis 5.4 0.9 
Organic psychosis 2.7 3.6 
Chronic brain syndrome — 2.7 
Epilepsy 4.5 — 
Other 3.6 — 
History of confinements: 
First stay in hospital 36.6 31. 
In target hospital before 6.3 29.1 
In other hospitals before 57.2 39.1 
Total Time in Mental 
Hospitals: 
0-3 months 25.0 38.2 
46 months 9.8 6.4 
7 months-2 years 29.5 14.5 
2-5 years 13.4 17.3 
5-10 years 8.0 10.9 
10-20 years 12.5 5:5 
Over 20 years 1.8 73) 


Figures are for all patients who completed any one part of the study, e.g., the 
semantic differentials. Not all patients completed all parts of the patient interview 
due to transfers, releases, and patient “‘interviewability.’’ Substitutions were ran- 
domly selected from the patient population. 
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i j i l Illness” 
LEE The Sixty-Item “‘Conceptions of Mental ee 
ne Questionnaire, with Means and Standard Deviations 


INSTRUCTIONS 


y b- 
You are being asked to participate in a study of mental health pro! 


å e e 
lems. Your participation will supply valuable information to thosi 
responsible for the nation’s health. 


t 
On the following pages you will find a number of statements sch 
health problems. We want to know how much you agree or disagree 


i da 
each of the statements. To the right of each statement you can fin 
rating scale: 


Disagree Agree 
1 2 3 4 5 6 7 


ELCT T 


The points along the scale (1 »2,3, ... 7) can be interpreted as follows: 


Completely disagree 
Mostly disagree 


Disagree more than agree 
Neutral 


Agree more than disagree 
Mostly agree 
Completely agree 


PMC al a A 


The use of the scale can be illustrated with the following statement: 


“Smoking causes lung cancer.” 


Please make your marks inside the agreement and disagreement boxes 
of the scales. Do it like this: 


Disagree Aves 
1 2 3 
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Do not do it like this: 


Disagree Agree 
1 2 3 4 5 6 fa 


Ci LT C II] 


Please make sure that you make a mark for each statement. Leave 
none of the statements blank and make only one mark for each. You 
should not spend more than a few seconds marking each statement. If it 
is difficult for you to make up your mind, make the best guess that you 
can and go on to the next one. 


Gs* GStu AS AStu SD 


1. The mentally ill pay little atten- 3.9 3.9 40 37 17 
tion to their personal 
appearance. 

2. People who keep themselves 1.5 2.6 2.9 2.9 1.7 
occupied with pleasant thoughts 
seldom become mentally ill. 

3. Few people who enter mental 1.7 30 19 2.6 1.7 
hospitals ever leave. 

4. Older people have fewer 26 2a 23 2.9 1.8 
emotional problems than 
younger people. 

5. People cannot maintain good 2.6 3.1 3,3 4.2 2.0 
mental health without the sup- 
port of strong persons in their 
environment. 

6. Will power alone will not cure 6.2 4.9 5.6 4.7 1.8 
mental disorders. 

7. Womenhavenomoreemotional 5.0 4.0 4.2 4.0 2.0 
problems than men do. i 

8. X-rays of the head will not tell 5.8 4.6 6.2 5.4 1.9 
whether a person is likely to 
become insane. 

9. Emotional problems do little 17 is 21 18 12 
damage to the individual. 


*AStu = American high school students (N = 728). GStu = German 
high-school students (555). AS = American mental-hospital staff 
(N = 79). GS = German mental-hospital staff (102). SD = standard 
deviation. A mean of 7 signifies total agreement; a mean of 1, 
total disagreement; a mean of 4, neutrality. See text for description 
of samples and instrument. 
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TABLE E (continued) 


GS 


GStu 


AS 


AStu 


10. 


Vs 


12. 


13. 


14. 


15. 


16. 
Ts 


18. 


19. 


20. 
21. 
22. 


23. 


24. 


25. 


26. 


eH 


Psychiatrists try to teach mental 
patients to hold in their strong 
emotions. 

Mental illness can usually be 
helped by a vacation or change 
of scene. 

Disappointments affect chil- 
dren as much as they do adults. 
The main job of the psychiatrist 
is to recommend hobbies and 
other ways for the mental 
patient to occupy his mind. 
The insane laugh more than 
normal people. 

Psychiatrists try to show the 
mental patient where his ideas 
are incorrect. 

Mental disorder is not a hope- 
less condition. 

Mental health is one of the most 
important national problems. 
Mental disorder is usually 
brought on by physical causes. 
It is easier for women to get over 
emotional problems than it is 
for men. 

A change of climate seldom 
helps an emotional disorder, 
The best way to mental health 
is by avoiding morbid thoughts. 
There is not much that can be 
done for a person who develops 
a mental disorder. 

Mental disorder is one of the 
most damaging illnesses that a 
a person can have. 

Children sometimes have men- 
tal breakdowns as severe as 
those of adults. 

Nervous breakdowns seldom 
have a physical origin. 

Most of the people in mental 
hospitals speak in words that 
can be understood. 

Mental health is largely a matter 
of trying hard to control the 
emotions. 


3.5 


ES 


4.5 


2:5 


1.8 
3.8 


5:5 
5.2 
VA) 


2.2 


5.4 
1.8 
2.0 


a2 


5.0 


4.3 
Des, 


2.4 


4.0 


2.1 


5.0 


3.8 


3.2 


4.6 


5.5 
4.9 
2.8 


2.6 


4.6 
3.1 
1.8 


5.4 


5.2 


4.6 


4.6 


3.0 


2.4 


4.8 


6.5 


4.1 


5.8 


331 


2.9 


3.6 


5.0 
3.4 


2.8 


4.3 


6.0 
S5 
3.3 


3:3 


4.0 
3.4 
2.0 


4.6 


5:2 


3.6 
4.8 


3.9 


L9 


1.8 


1:2 
1.7 


1.8 
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TABLE E (continued) 


GS 


GStu 


AS 


AStu 


sD 


28. 


29. 


30. 


31. 


32; 


33. 


34, 
35. 


36. 


37. 
38. 
39. 
40. 


41. 


42. 
43. 


If a person concentrates on hap- 
py memories, he will not be 
bothered by unpleasant things 
in the present. 

The mentally ill have not re- 
ceived enough guidance from 
the important people in their 
lives. 

Women are as emotionally 
healthy as men. 

The seriousness of the mental- 
health problem in this country 
has been exaggerated. 

Helping the mentally ill person 
with his financial and social 
problems often improves his 
condition. 

Mental patients usually make a 
good adjustment to society 
when they are released. 

The good psychiatrist acts like 
a father to his patients. 

Early adulthood is more ofa 
danger period for mental illness 
than later years. 

Almost any disease that attacks 
the nervous system is likely to 
bring on insanity. 

You can tell a person who is 
mentally ill from his appearance. 
People who become mentally ill 
have little will power. 
Womenare more likely to devel- 
op mental disorders than men. 
Most mental disturbances in 
adults can be traced to emo- 
tional experiences in 
childhood. 

People who have little sexual 
desire are more likely to have a 
“nervous breakdown” than are 
other people. 

A person can avoid worry by 
keeping busy. 

A poor diet often leads to 
feeble-mindedness. 


2.6 


27) 


5.8 


2.3 


4.5 


3.1 


4.0 


2 


1.6 


2.5 
1.8 
2.0 
3.2 


2:2 


1.6 


Al 


3.4 


5.6 


2:2 


3.1 


3.9 


sa 


3.3 


SH 


3.0 


3.2 
2.8 


2.7 


4.2 


5.6 


4.1 


3.2 
4.3 


25 


2.8 
29 
3.0 
5:2 


2.8 


4.1 


2.8 


2.8 


4.0 


5.0 


rA 


4.7 


4.1 


4.1 
4.5 


3.2 


2.7 
35 
3.4 


4.9 


3.2 


3.8 
37 


1.8 


1.8 


1.8 


15 


1.8 


1.5 


1.8 
1.6 


1.7 


1.8 
iT 
1.6 


1.7 


nE 


2.0 
ae 
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TABLE E (continued) 


GS 


GStu 


AS 


AStu 


SD 


44. 


45. 


46. 
47. 


48. 


49. 


50. 


51. 


22; 


$3; 


54. 


55. 


56. 


57: 
58. 


Emotionally upset persons are 
often found in important 
positions in business. 

Good emotional habits can be 
taught to children in school as 
easily as spelling can. 

The eyes of the insane are 
glassy. 

When a person is recovering 
from a mental illness, it is best 
not to discuss the treatment that 
he has had. 

People who go from doctor to 
doctor with many complaints 
know that there is nothing really 
wrong with them. 

A person cannot rid himself of 
unpleasant memories by trying 
hard to forget them. 

The main job of the psychiatrist 
is to explain to the patient the 
origin of his troubles. 

Most suicides occur because of 
rejection in love, 

People who are likely to have a 
nervous breakdown pay little at- 
tention to their personal 
appearance. 

Most of the time Psychiatrists 
have difficulty in telling whether 
or not a patient’s mental 
disorder is curable, 

Children usually do not forget 
about frightening experiences in 
a short time. 

Books on “‘peace of mind” 
prevent many people from 
developing nervous 
breakdowns. 

Most clergymen will enc 
a person with a mental di 
to see a psychiatrist. 
Physical exhaustion does not 
lead to a nervous breakdown, 
The adult who needs a great deal 
of affection is likely to have had 
little affection in childhood. 


Ourage 
Sorder 


3.2 


2.0 


1.7 


31 


2.4 


5.2 


4.1 


3.5 
2.4 


3.7 


4.7 


2.0 


4.2 


4.1 


3.4 


32. 


2.8 


4.5 


3.6 


5.6 


5.3 


3.8 
29. 


4.0 


5:3 


25 


4.5 


4.1 
5.0 


4.5 


3.6 


1.9 


2.6 


2.3 


4.7 


3:7 


3.5 
3.6 


4.1 


3,2 


33 


4.8 


3.9 
4.7 


4.4 


4.1 


2.9 


3.9 


35 


4.8 


4.6 


4.5 


3.3 


3.9 


5.2 


3.3 


4.5 


35 
4.9 


1.6 


1.8 


1.5 


2.0 
1.9 
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TABLE E (continued) GS GStu AS AStu SD 


59, Physical rest will not prevent 5.6 4.8 4.9 4.5 1.7 
a mental disorder. 

60. Most of the people who seek 5.4 43 57 4.2 18 
psychiatric help need 
the treatment. 


Now that you have completed the questionnaire would you please 

check to make sure that you have done the following things: 

1. Rated your agreement or disagreement with every statement in the 
quéstionnaire. If you have failed to mark a single statement, we will 
be unable to use your questionnaire. 

2. Made only one mark for each statement. 


THANK YOU AGAIN FOR YOUR HELP IN THIS RESEARCH. 


Notes 


Introduction 
1. The concepts "mental illness’’ and “social role” will be defined and discussed 
more fully in chapter 5. In the meantime, the terms mental “‘illness,’’ ‘‘in- 


sanity,” “disorders,” and “disease” will be used interchangeably. “Social 
role” refers to culturally conditioned behavior patterns that can also mobilize 
physiological responses (see Sarbin and Allen 1968). Throughout the book I 
tend to equate “‘universalism’’ with the medical approach to mental disorders. 
It is, of course, possible that a person could argue for the universality of 
symptoms and not support the medical approach to diagnosis and treatment. 
Some behavioral psychologists might fit in this category. In practice, however, 
I believe that most universalists support the psychiatric perspective (e.g., Mur- 
phy 1976; Gove 1975b; Kiev 1972; Meehl 1962; Kety 1974; Chauncey 1975; 
Forster 1962; Margetts and Leighton in Ciba Foundation Symposium 
1965:23-24). 

2. In presenting the results of this study, it is assumed that there is considerable 
overlap between the two nationalities. Frequently the German and American 
groups differed significantly on a question, but inspection showed a majority of 
both groups had responded similarly to it. This type of overlap is to be ex- 
pected, given the cultural similarities between the two countries. American 
culture stems from northern European roots; English is a Germanic language; 
and both countries are capitalistic and highly industrialized. These cultural 
similarities limit the number of variables and thus make the differences which 


did emerge more meaningful. 


Chapter 1 


1. The American student sample does lack ethnic and religious diversity (see 
Appendix, Table A), and in this sense it is not representative of American 
populations. It was reasoned, however, that inclusion of ethnic and religious 
minorities could introduce the possibility of subcultural traits acting as 
confounding variables. Moreover, insofar as the majority of the American stu- 
dents were white and Christian, they were representative of what has tradition- 
ally been described as the dominant ethos of the United States. It was for these 
reasons that school districts containing large concentrations of ethnic and reli- 
gious minorities were not included in the sample. 

2. This is probably not a serious bias because the German university hospital that 
provided most of the physicians (Frankfurt am Main) functioned as a municipal 
clinic and therefore more closely resembled nonuniversity facilities in the 
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American sample than it would resemble the prototype university clinic. The 
age bias, though slight, could be important. However, as represented by older 
physicians, traditional German psychiatry is almost exclusively biologically 
oriented. Consequently, any bias resulting from the greater number of young 
physicians in the German sample should serve only to decrease the inter- 
cultural differences that were found. Similarly, it is also quite probable that the 
“volunteer bias” tended to select for more avant-garde or progressive physt 
cians in both countries. More conservative physicians tend to be skeptical of 
such research and, in the experience of this writer, are less likely to cooperate. 
In any event, there is no reason to suppose that volunteer bias would operate 
differently among mental-health professionals in the two countries. 

3. During the translation of the questionnaire, it was discovered that many of the 
expected conceptual differences were encoded in terminological differences: 
For example, the term “mental illness” is probably best translated bypsychisch- 
krank, but this term is definitely not a part of the middle-class vernacular. 
The common German word geisteskrank is more akin to our word “insane, 
with its concomitant legal connotations. German psychiatrists also generally 
interpret the word geisteskrank as implying schizophrenia (endogenous and 
virtually incurable in their view). This means that the word geisteskrank is 

e “insane” or psychotic”; but it is als 

re euphemistic ‘mentally ill,” and the 

ation reflects the conceptual differences 

y- 


Chapter 2 


š S eneen aih “organic” conditions appear in the samples. This is €x- 
ee 7 e fact that, when choosing interviewees, we accepted the ward 
pI n ee that a particular Patient's confinement was due to func- 
Fom the omar cases the ward psychiatrist's evaluation differed 
jiagno i : k% . 
“official” diagnosis gnosis, which appeared in the patient's record. It is the 


Yychiatrists as ‘ z i 
from ‘‘personality disorders,” The neurotic,” or suffering 


German and American 


i Patients (NV = 7 
whereas the Americans (N = 84) leg 1,264, Phe Sa Semeni Di 
man patients to answer was greater than the AE endency of the 
s 


» there was a greater 
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probability that a German patient would land in any category. In an 
attempt to control for this tendency, patient responses were analyzed in terms 
of percentages. If one of an American patient's four responses referred to his 
physical state, he was coded as having 25 percent of his responses in that 
category. 

Unfortunately, this procedure does not control for zero responses. Americans 
having generally fewer responses would have a greater tendency to have zero 
responses on any category than the Germans. Thus, any cultural difference 
which arises from a greater number of Americans giving zero responses might 
reflect merely the Germans’ greater tendency to answer rather than the Ger- 
mans’ greater tendency to characterize themselves in terms of a specific cate- 
gory. The Germans’ greater tendency to answer might thus explain the dif- 
ferences in the categories ‘‘Health: Unspecific References” and ‘‘Status and 
Role,” but this tendency cannot explain the cultural differences found in the 
categories “Physical,” ‘Allusions to Patient Role,” and ‘‘Inappropriate 


Answers.” 


4. Klapp’s discussion contains some valuable insights, but it also obscures some 


important issues. For example, whether social typing is accurate and beneficial 
depends on where a person “‘is sitting.” Klapp notes in his discussion of pro- 
fessionalization (1972:21) that white Anglo-Saxon Protestant males are pre- 
ferred as physicians. He then happily concludes that “social typing thus helps 
fit the right person to the right job.” Any person who is not a WASP male but 
wants to be a physician may not be so grateful for this function of social typing. 
Similarly, Klapp notes that social types help control protest by effecting status 
degradation (“Red,” ‘Pinko,” ‘“‘Angry Young Man”’). It is, of course, a value 
judgment to say that these effects are beneficial. For the person being de- 
graded, the application of a social label like “‘Red’’ or ‘‘insane’* can be disas- 
trous. Klapp’s analysis, then, participates in the “eufunctional” tradition of 
sociology, which tends to view all change and dissent as bad and to view 
everything that preserves the status quo as good (Nagel 1961:532; Hempel 
1959:297). 

5. It is quite possible that contrast conceptions may tend to set the ‘‘upper’’ and 
“lower” limits for behavioral traits. For example, the images contained in 
factor 3 and the patient data suggest that a person may be considered crazy if he 
shows “too much” or “‘too little” of a particular trait. A person should not be 
violent, but he should also not be passive and withdrawn; he should cope with 
“reality” and protect himself, but he should not be “‘paranoid”’ and suspicious. 
The images of violent aggression or passive withdrawal, of manic generosity or 
paranoid suspicion, apparently set the limits on either end of a behavioral trait. 
They define what is too much and what is too little and thus define what is 
proper or improper behavior for the individual. 

6. Gove (1975a, 1975b) argues that the rejection and stigma suffered by mental 
patients are not nearly so severe as labeling theorists claim. A recent study of 
attitudes toward the mentally ill does not support Gove’s argument. Olmsted 
and Durham (1976) compared data from matched samples of college students 
from 1962 and 1971. The groups’ responses were remarkably similar. Both 
showed intensely negative attitudes toward the mentally ill (though the 1971 
group showed more acceptance of ‘‘Ex-Mental Patients” than the 1962 group). 
The authors concluded that their findings tended to substantiate earlier studies 
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(Nunnally 1961; Cumming and Cumming 1957). Negative attitudes toward the 
mentally ill seem to be part of a stable cultural belief system that is not easily 
altered. NER 
The case of Senator Eagleton also demonstrates that the label ‘‘mentally ill 
can still carry considerable stigma. This man’s political career suffered di- 
sastrously merely because he admitted he had been treated with shock for de- 
pression. Other sources confirm that form 
Aviram and Segal (1973) have shown that 
rejected and isolated in “ghettos” 
argued that the community’s fear a 
force in preventing the phasing-out 
7. The fifth function mentioned by Ki 
people begin to view an individual i 


er mental patients are stigmatized. 
former mental patients are socially 
after discharge, and Greenblatt (1974) has 
nd rejection of mental patients are a major 
of mental hospitals. 
lapp is that of status modification. When 
n terms of a social type, his status may be 
stereotypes of insanity, of course, are nega- 
a person’s status. Once a person is publicly 
y of his actions, Past or present, can be seen 
that were unequivocally normal can be seen 
of the person’s ‘‘detection,”’ served only to 
ffman 1961:375; Garfinkel 1956). Stereotypes 
enerally serve to transform a normal citizen 
n who is not responsible for his actions and is 
incapable of making decisions about his own welfare, Klapp’s argument not- 
withstanding, it is the distortion inherent in the Stereotypes of insanity that 
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conceal his essential sickness (Go 
(and diagnostic labels) can thus g 
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